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Abstract
Caseload midwifery> is a new form o f maternity care where women are cared for 
throughout pregnancy, birth and the early postnatal period by a known midwife, with 
one or two back-up midwives. The major underlying philosophy of the model is to 
offer women continuity o f both care and carer. This form o f care was introduced into 
a maternity facility in metropolitan Melbourne. The current study used an embedded 
case study design to explore the views and experiences o f the women and midwives 
involved in caseload midwifery. The views o f the midwives not directly involved in 
caseload midwifery were also sought.
There were three sub-units o f analysis. Sub-unit one: four women receiving caseload 
midwifery care. Sub-unit two: four midwives involved in providing caseload care. 
Sub-unit three: midwives not directly involved in caseload care. O f the 68 
questionnaires sent to the midwives in sub-unit three, 37 were returned, giving a 
response rate o f 54.4%. Data collection involved semi-structured interviews {sub­
units one and two), which were audiotaped, and a structured questionnaire for those in 
sub-unit three.
Caseload midwifery was described positively by all three groups, and all considered 
that it should remain as an option o f care at the maternity facility. The key positive 
aspect o f the caseload model mentioned by each group was that the women developed 
a relationship with a midwife, which provided continuity for both the women and the 
midwives throughout pregnancy and birth. The negative factor identified by the two
groups o f midwives was the issue o f ‘on call’ work. The other important themes 
emerging were related to infrastructure, with the caseload midwives concerned about 
lack o f support, lack o f  remuneration and the negative attitudes o f some o f their 
colleagues. The non-caseload midwives were concerned with the effect o f the model 
on core ward staffing, and the cost o f the model.
The conclusions drawn from this case study are that both women and midwives have 
a positive view o f the value o f the caseload midwifery model, however, if  the caseload 
model is to continue as a viable and sustainable option o f care for women at the 
maternity facility then the major concerns as mentioned above need to be addressed.
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CHAPTER ONE: exploring a new model of maternity care
1.1 Introduction
Caseload midwifery is a recently developed model o f maternity care where women 
are cared for throughout their pregnancy, birth and early postnatal period by a known 
midwife, with one or two back-up midwives. This study explored the views and 
experiences o f women and midwives approximately 18 months after a caseload 
midwifery model was implemented in a metropolitan maternity facility. An 
embedded case study design was used, as described by Yin ( 1994); that is, a single 
unit o f analysis with specific sub-units examined separately. The case study 
methodology seemed the most appropriate choice because o f its ability to investigate 
a phenomenon within its real life context, using multiple data sources to explore the 
effects o f implementing a particular program (Yin, 1994). In this case it was 
important to explore and describe not only how women found the new model o f care, 
but also how the midwives providing the care and those midwives not directly 
involved found the model.
There were three sub-units o f analysis. Sub-unit one: four women receiving caseload 
midwifery care. Sub-unit two : four midwives involved in providing caseload care. 
Sub-unit three: 37 midwives not directly involved in caseload care. Data collection 
involved semi-structured interviews (sub-units one and two), which were audiotaped, 
and a structured questionnaire for those in sub-unit three. The embedded units were 
analysed separately first as individual ‘cases’, then units, and finally ‘pattern
matching’ was used to view the case study as a whole (Yin, 1994, pi 19-120). 
Content analysis was utilised for sub-units one and two, and descriptive statistics for 
sub-unit three.
The findings o f this study may offer a guide to care providers attempting to set up 
midwifery continuity o f care models, by giving an in-depth perspective o f the effects 
o f the caseload model on the key players, that is, the women, the caseload midwives 
and the remainder o f the midwives involved in conventional models o f maternity 
care. The findings may also be used as a basis for further comparative studies in the 
area o f  maternity care provision, with a more in-depth understanding o f women’s 
needs and expectations, as well as how a model o f this type may affect midwives. 
The in-depth perspective is relevant to the current provision o f maternity care in 
Victoria, where particularly in rural areas, maternity care options are being evaluated 
and alternative models being considered. The findings o f this study may therefore be 
o f benefit to women (consumers), midwives, and managers o f maternity facilities.
1.2 Background
The way in which maternity care is provided in Victoria has undergone many 
changes in recent years, and in particular, there have been many new models o f care 
developed and implemented. These changes are a response to the increasing 
international evidence that in addition to safe care, women want choice, control and 
continuity in maternity care (ACT Health, 1994; Department o f Health and 
Community Services Victoria, 1993; Department o f Health NSW, 1989; Expert 
Maternity Group, 1993; Health Department WA, 1990; National Health and Medical 
Research Council, 1996).
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In Victoria, the Ministerial Review: Having a Baby in Victoria (Health Department 
Victoria, 1990) played an important role in identifying what was happening in 
maternity care across the state, and in making recommendations for change. The 
review included the findings from a statewide survey o f recent mothers, and 
recommendations included increasing the available models o f maternity care, with 
particular attention to improving continuity o f care within the public system. This 
issue had not been addressed in Victoria by the time o f the following statewide 
survey o f recent mothers in 1993, with evidence o f no new models developed, the 
closure o f one birth centre, and women expressing less satisfaction with many 
aspects o f maternity care (Brown & Lumley, 1998a).
From the perspective o f  midwives themselves, major changes were being sought 
within the system. The end o f 1995 saw the revocation o f the Midwives ’ Regulations 
1958 (Victorian Government, 1985) in Victoria and the subsequent introduction o f 
the Code o f  Practice fo r  Midwives in Victoria (Nurses Board of Victoria, 1996). This 
legislative change was arguably a reflection o f the changes that had been happening 
in midwifery in Victoria for some time, and an attempt to place midwives in a 
position o f increased professional autonomy. Midwives in Victoria were striving to 
redefine what it meant to be a midwife, and to redefine how midwifery was 
practised, and therefore how maternity care was delivered, in this State.
The impetus for maternity care providers to introduce new models o f maternity care 
therefore came from two sources: the international evidence o f what women said 
they wanted, and the push by midwives to increase their professional sphere o f
3
practice. The Commonwealth government also encouraged the development o f these 
models by providing funding to encourage health care providers to set up new 
models o f maternity care. For example, two team midwifery projects in Melbourne 
(Biro, 2000; Waldenstrom et al, 2000) and a caseload model in rural Victoria 
(Gumley, Haines & Holland, 1997) were funded by the Commonwealth Birthing 
Services Program. In Victoria, the State Government established the Maternity 
Services Enhancement Program (now called the Maternity Services Program) 
(Department o f Human Services, 1999a) as an ongoing funding mechanism for 
health care providers to enhance maternity care. A major focus o f  this funding was 
the establishment o f midwife managed models o f maternity care, with an emphasis 
on “promoting measurable improvements in the continuity and quality o f  antenatal, 
intrapartum and postnatal care, individualised to the needs o f particular women”, 
“providing increased birthing options” and “encouraging improvements in models o f 
care” (Department o f  Human Services, 1999a, p2). Many providers set up new 
models using either existing funding arrangements, or the funding mentioned above. 
It is the instigation o f caseload midwifery, one such model, that is the subject o f this 
study. This particular model was implemented using existing (casemix) funding.
To put this study in context, it is important to briefly discuss midwifery models o f 
care, o f which there are several broad categories, as well as ‘standard’ maternity 
care. Team midwifery involves a small team of midwives (often between four and 
ten) who provide care to a group o f women (often ‘low risk’, but some teams include 
women at ‘higher risk’) throughout pregnancy and birth (Secombe & Stock, 1995).
In some schemes there may be postnatal or domiciliary care also provided. There 
may be an ‘on call’ aspect for the midwives involved, but this is not usually the case
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in the Australian context. There is generally medical input for reviews and 
consultation. The aim of team midwifery has been to facilitate continuity o f care and 
increased choice for women and to increase midwives’ involvement in maternity 
care. In practice, it may be that the continuity achieved is limited by the number o f 
midwives in the team, with an increased number o f  team midwives decreasing the 
opportunity for continuity, but increasing the flexibility within individual midwives’ 
rosters.
Caseload midwifery (also known as Know Your Midwife) developed from team 
midwifery in a further attempt to achieve care by a known caregiver (Flint, 1993), 
which the team approach at times may fail to provide. The major underlying 
principle o f  caseload midwifery is continuity o f caregiver. A primary midwife cares 
for women choosing this option. This midwife, with one or two ‘back-up’ midwives, 
provides antenatal, labour, birthing and postnatal care, and coordinates contact with 
other health care providers as necessary. Each midwife has her own ‘caseload’ o f 
women, and cares for approximately 40 women per year (or part thereof if  the 
midwife works less than full time) (Flint, 1993; Forster, 1998b; McCourt & Page,
1996). The midwife provides the majority of care for each woman in her caseload, 
and collaborates with obstetricians and other health professionals as necessary.
Birth centres are similar to the team midwifery model (although some operate as a 
caseload model), but the care provided by birth centres incorporates a ‘natural 
childbirth’ philosophy. Providing care in a ‘home like’ setting and encouraging 
family participation in care are also key aspects o f the birth centre approach. Birth 
centres operate within strict criteria, and only ‘low risk’ women are eligible. Women
5
usually have their antenatal care within the birth centre, and there is often an agreed 
early discharge arrangement (usually 24 hours).
Standard (or conventional) maternity care incorporates a range o f different 
approaches to care. Traditionally, in the Australian context, maternity care has been 
fragmented, with different groups o f caregivers providing care at different stages. In 
a typical example, a woman may have her antenatal care provided by one or a 
number o f medical practitioners, for example a general practitioner, an obstetrician 
or a resident medical officer, and the care may be hospital or community based. In 
the majority o f instances in Victoria, standard care has been synonymous with 
antenatal care provided almost exclusively by medical practitioners, with little or no 
input from midwives, although in recent years some hospitals have developed 
‘midwives clinics’, where a small number o f Tow risk’ women have antenatal care 
provided by midwives. In standard care models, labour care is often provided by a 
midwife unknown to the woman, and that midwife, or another medical practitioner 
may assist with the birth o f the baby. Following birth the woman may then go to the 
postnatal ward, where another group of midwives provide care, as well as other 
medical practitioners if  necessary. After discharge yet another midwife may visit the 
woman’s home to provide care.
In the maternity unit where the current study was undertaken, standard care was the 
model o f care delivery. Approximately fifty percent o f women attending the unit had 
their antenatal care provided by a general practitioner in the community, and most o f 
the remainder had resident medical officers, registrars or obstetric consultants 
providing their antenatal care. A small number o f women chose midwives to provide
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this care. It is also relevant to note that at the time o f data collection for the current 
study, the maternity unit had been through a period o f major change. Two completely 
separate maternity units had amalgamated 18 months previously, with many o f the 
midwives expressing their unhappiness about the amalgamation in the first instance, 
and at the time o f this study many issues regarding the amalgamation and the new 
unit structure remained unresolved. The midwifery manager o f  the unit had also 
changed three months earlier.
W ith the introduction o f the caseload midwifery model, no midwife was expected to 
take part except by choice. At the time o f data collection, eighty-eight midwives 
were employed in the unit. O f these, five were currently involved in providing 
caseload midwifery care as the majority o f their workload, fourteen other midwives 
were providing (or occasionally provided) some caseload care, and the remaining 
sixty-nine midwives were not involved in providing caseload midwifery care. The 
latter group did however provide core staffing on the unit, so part o f their rostered 
work occasionally included caring for women who had chosen the caseload model, 
particularly in the postnatal area.
1.3 Research aims and question
The aim of this study was to explore the effect o f implementing caseload midwifery 
as an option o f care at a maternity facility in metropolitan Melbourne. The study 
explored the views and experiences o f women choosing this option o f care, as well as 
those o f the midwives who provided the care. The study also explored the views and 
experiences o f the midwives not involved in providing caseload care.
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The research question was: what are the views and experiences o f women and 
midwives, associated with a recently implemented caseload midwifery model in a 
Melbourne metropolitan maternity facility?
1.4 Definition of terms
Birralee: the Melbourne maternity unit where the case study was conducted. 
Caseload midwifery: see definition in section l .2
High risk: women who have a chronic health problem or a history o f serious 
problems with a previous pregnancy are considered to be at ‘high risk’ o f developing 
complications in a given pregnancy.
Low risk: women who have no serious health problems and no history of past 
pregnancy or birth problems are considered to be at Tow risk’ o f complications in a 
given pregnancy. In some models, such as birth centres, women whose pregnancy 
changes from Tow risk’ to ‘high risk’ status may be required to transfer to another 
type o f care. Other models, such as caseload midwifery, may not require this transfer, 
but may incorporate medical care as necessary.
Multipara: woman having her second or any subsequent baby (plural is multiparae). 
Primipara: woman having her first baby (plural is primiparae).
Standard care: see definition in section l .2
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Team midwifery: see definition in section 1.2
1.5 Assumptions
If a model o f care is to be successful and sustainable, then all key stakeholders need 
to be satisfied with the way the system works. The current study explored the effects 
o f a recently implemented model o f midwifery care in an existing maternity unit. 
There were three key groups examined, and the positive interaction o f these three 
groups is vital to the successful introduction o f a new model o f care.
It was assumed that the information provided by the women and the midwives was 
an honest account o f their views and experiences.
1.6 Conceptual framework
A conceptual framework is a way of explaining, describing, organising and 
integrating concepts to articulate how a phenomenon operates in a particular 
condition or setting (Polit & Hungler, 1989; Rudestam & Newton, 1992). Conceptual 
frameworks assemble abstract concepts together based on themes (Polit & Hungler, 
1989) and can guide or give direction to research (Carveth, 1987; Polit & Hungler,
1989).
The current study sought to explore the effect on women and midwives o f a recently 
introduced model o f maternity care. As well as exploring the issues o f the women’s 
satisfaction with caseload midwifery care and the views o f the midwives providing 
the caseload care, it seemed important to place that care within the system it
operated, and examine its introduction in a wider context. For this reason, the effect 
on the midwives’ personal and professional lives and the views o f the midwives not 
involved in providing caseload care, yet who provide ‘core’ staffing and support for 
any model within a maternity care setting, was also explored. In order to develop a 
conceptual framework to guide the present study, previous relevant conceptual 
models were reviewed.
The conceptual model o f Guilliland and Pairman (1995) describes in part some of the 
issues related to the current study. These authors have developed a conceptual 
framework based on the underlying philosophy o f midwifery as a partnership with 
women (see Appendix I). Their ‘partnership model’ involves a relationship between 
the midwife and the woman. They describe the relationship as intrinsically woman- 
centred in that “it only exists to meet the needs o f pregnant women and their babies” 
(Pairman, 1996, p298), although both partners are accountable and have 
responsibilities within the partnership. Continuity o f carer is central to the model, 
with the development o f the relationship between the partners allowing increased 
trust and mutual empowerment (Pairman, 1996). The key concept described by the 
model which relates to and is utilised in the current study is continuity of care and 
carer throughout the childbirth experience. Three other key concepts described by the 
model: midwifery as woman-centred, the relationship as a partnership, and the 
professional autonomy of the midwife emerge in the current study in descriptions 
and interactions o f some concepts.
The caseload midwifery’ model fits within Guilliland and Pairman’s (1995) 
conceptual model, with its emphasis on having a known carer with whom the woman
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develops a relationship, and the description o f how that partnership works. However, 
the model does not describe the location o f this care within a particular maternity 
service (usually hospital based) or the context o f the midwife’s life. Guilliland and 
Pairman’s (1995) conceptual model in totality is possibly more relevant in the New 
Zealand context o f maternity care provision, where care is centred on a contract 
between the woman and her care provider. In the current Australian context most 
models o f maternity care provision take place within an existing system (usually a 
hospital or health care network), and any conceptual or theoretical frameworks need 
to recognise this.
The development o f a conceptual framework to guide this study took into account the 
fact that the caseload midwifery model was implemented within a pre-existing and 
ongoing maternity care service, and that the model is not therefore limited purely to 
the relationship between the woman and the midwife. Issues around sustainability 
were considered important, such as the impact o f caseload midwifery on the 
midwife’s life and the reactions and views o f the midwives outside of the model. The 
conceptual framework for this study (see Appendix II) consists o f  three major 
concepts comprised o f a number o f sub-concepts. The major concepts: the woman, 
the midwife and the care, together with their sub-concepts, will be defined and 
described as part o f the literature review.
The advantage o f undertaking the exploration o f these concepts as a case study was 
that the case study site provides a ‘real life’ framework for exploring the conceptual 
framework.
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CHAPTER TWO: a review of the literature
2 .1 1ntroduction
The aim of this review was to critically examine the literature on pregnancy, birth 
and the postnatal period, within the conceptual framework outlined in Chapter One, 
with a focus on caseload midwifery and other new models o f midwife-managed care. 
This included women’s and midwives’ views and experiences o f midwife-managed 
models (compared to standard care when possible), continuity o f care, women’s 
satisfaction with care and the implementation and outcomes o f these models.
2.2 Method of the review
Literature selected for this review was located using a computer search o f the 
electronic databases Cinahl, Medline, Sociofile and the Cochrane Library from 1980- 
2000. The search was confined to these years as most o f the recent changes in 
models o f maternity care delivery were within this period. The literature search also 
included scanning o f reference lists o f individual papers identified, as well as 
relevant conference proceedings and personal communication. Key words/ topics 
searched were midwife, midwifery care, models o f care, caseload midwifery, team 
midwifery, satisfaction with pregnancy care, pregnancy and birth, continuity o f care 
and midwife satisfaction and experiences. Studies were chosen for inclusion because 
o f methodological quality and appropriateness for inclusion, without considering 
results o f the studies. Articles were confined to those written in English.
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The review identified 12 randomised controlled trials (RCTs) that compared new 
models o f midwifery care with standard care. Major outcome measures o f these 
trials include satisfaction with care, use o f obstetric interventions, and maternal and 
infant morbidity and mortality. The included RCTs are listed in Appendix III, 
including the methodology, sample size and major outcomes in relation to the current 
study. One non-randomised comparative trial was identified. Other appropriate 
descriptive studies, consumer surveys and government reports were also included in 
the review.
The review is presented using the structure o f the conceptual framework, that is, 
examining the three major concepts o f the woman, the midwife and the care as they 
relate to the research questions.
2.3 The woman
There are three sub-concepts discussed within the major concept the woman', choice, 
satisfaction and relationship with midwife. These three sub-concepts will each be 
discussed in relation to the key concept o f the woman, that is, how each of these sub­
concepts impacts on the care a woman receives during pregnancy, labour and birth 
and in the postnatal period. The focus is on midwife-managed models o f care, and 
where possible caseload midwifery.
2.3.1 Choice
It is well documented in international and Australian literature that once optimal care 
in terms o f maternal and infant safety has been assured, the three key elements
13
women want in their pregnancy care are choice, continuity and control (ACT Health, 
1994; Department o f Health and Community Services Victoria, 1993; Department o f 
Health NSW, 1989; Expert Maternity Group, 1993; Health Department WA, 1990; 
National Health and Medical Research Council, 1996). The reports that have 
identified these findings suggest that the elements o f choice, continuity and control 
are generally missing in maternity care, and strongly advise that this absence be 
addressed. This section o f the literature review concentrates on one o f those three 
elements, that is, choice for women in maternity care.
One Victorian report suggests that even where choice does exist for women, these 
choices may not be readily explained and offered, and many women are unaware o f 
their options for pregnancy care in the public system (Health Department Victoria,
1990). Further, in Victoria there has been a lack o f choice for women whose 
pregnancies are deemed to be at ‘higher risk’o f complications. There has also been a 
lack o f access to different models o f care for young women, those from non-English 
speaking backgrounds, women o f lower socioeconomic status and women living in 
rural areas (Brown & Lumley, 1994; Department o f Human Services, 1999b).
In a 1998 population-based study o f models o f antenatal care in Victoria 
(Department o f Human Services, 1999b), although 21 models o f care were identified, 
93% o f women received the majority o f their pregnancy care from medical 
practitioners. Within the study population only six to eight percent o f women had the 
majority o f their pregnancy care in a midwife-based model. Issues such as women’s 
lack o f access to midwife care and lack o f information on options o f care are possible 
contributing factors to the low numbers o f women receiving midwife-based care such
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as the caseload model. Another factor may be a lack o f options in certain 
geographical areas, particularly rural Victoria.
The study cited above demonstrates that increased options and choices in maternity 
care are gradually becoming available for women in Victoria, and shows that in 
recent years there have been a number o f midwife-managed models o f care 
developed and implemented. However, this needs to be seen in context; many 
women do not have access to these models o f care for a variety o f reasons. There 
have been two randomised controlled trials on team midwifery in Victoria (Biro, 
2000; Waldenstrom, Brown, McLachlan et al, 2000), with the team midwifery 
programs continuing after trial completion. Several caseload midwifery models of 
maternity care have been implemented (Forster, 1998a; Gumley et al, 1997; 
McIntyre, 2000) and there are six birth centres, three recently established. A number 
o f  maternity service providers (mainly metropolitan) offer a midwives clinic as an 
antenatal option for women.
Women in Victoria, particularly in metropolitan areas, are therefore gradually being 
given the opportunity to have real choices for their care during pregnancy and birth, 
although these choices may not always be readily offered.
2.3.2 Satisfaction
Satisfaction with birth is a complex, subtle and constantly changing 
collage o f  memories, reflections, beliefs, reactions and convictions, 
‘remembered ’ by a series o f  active and even creative processes 
(Lumley, 1985, p l44).
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W omen’s satisfaction with maternity care is a complex area. It is generally accepted 
that satisfaction is multidimensional (Seguin, Therrien, Champagne et al, 1989), and 
that women’s reports on satisfaction with maternity care may be particularly 
vulnerable to the halo effect, in terms o f reluctance to criticise professionals who 
have cared for them (Bennett, 1985; Brown & Lumley, 1997; Seguin et al, 1989). 
Women may even credit professionals (and not themselves) with positive outcomes 
(Seguin et al, 1989). Green et al ( 1990) found that many women express high 
degrees o f satisfaction with birth, yet this must be interpreted with caution in view o f 
the tendency o f women to describe that “what was, must be best” (Lumley, 1985). 
Defining what is meant by satisfaction is a complex issue in itself (Bramadat & 
Drieger, 1993; Lumley, 1985), and women may be satisfied with some aspects of 
their experience and dissatisfied with others (Bramadat & Drieger, 1993). Whilst 
well constructed questionnaires may elicit more responses which are easier to code 
and analyse, interviews may give the opportunity for more in-depth exploration of 
the complex topic o f satisfaction with childbirth (Bramadat & Drieger, 1993;
Lumley, 1985). Green et al (2000) suggest that studies on new models o f maternity 
care have failed to ask women adequate questions on how satisfied they are with the 
quality o f various components o f their care.
In the randomised trials included in this review, women’s satisfaction with care was 
usually increased in more than just the part o f pregnancy that was included in the 
new model o f care. In one trial, where satisfaction did not differ in either group, the 
intervention included only intrapartum care (Harvey, Jarrell, Brant et al, 1996). 
Women who were allocated to the new models o f care reported increased satisfaction 
in areas such as information giving and receiving, freedom to ask questions (Kenny,
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Brodie, Eckermann et al, 1994; Rowley, Hensley, Brinsmead et al, 1995), 
“participation in decision making” or feeling they had made informed choices, their 
“relationship with caregivers” (Rowley et al, 1995, p294), “psychological aspects o f 
care” (Waldenstrom & Nilsson, 1993, p3) and “midwives skills and attitudes” 
(Kenny et al, 1994, p2). Comments more common among women in the intervention 
groups included “treated with respect”, “staff sensitive to their needs” and a 
perception that they had received “individualised care” (Waldenstrom & Nilsson, 
1993, plO).
Some authors have explored the notion that women’s expectations may affect 
satisfaction. In a prospective cohort study o f 825 women in the United Kingdom, 
Green et al (1990) found that low expectations o f the birth resulted in poorer 
psychological outcomes. Conversely, Slade et al (1993) found that positive 
expectations such as strongly predicted positive emotional experiences, had no 
impact on women’s satisfaction.
Many cross-sectional population-based surveys have examined women’s satisfaction 
with maternity care. The main criticism of population-based surveys such as this is 
that certain groups such as non-English speaking women, single mothers and young 
women tend to be non-responders, and therefore under represented (Brown & 
Lumley, 1994). In a South Australian survey of 599 women, Zadorozny) (1996) 
found that young women under 26 years were less likely to be satisfied with all 
aspects o f maternity care, whilst married women were more likely to be satisfied 
with all aspects, although the sample was under representative o f very young 
mothers. In contrast, in a comparative prospective study, utilising semi-structured
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interviews, McCourt (1996) found that women’s views and comments were 
consistent across different social and cultural groups, and between those who did and 
did not answer a postal survey.
In the Victorian context two major factors which have been shown to be associated 
with women’s satisfaction with maternity care are “the extent to which caregivers are 
perceived as helpful, and the degree to which women are given an active say in 
making decisions about their care” (Brown & Lumley, 1998b, p i 52).
2.3.2.1 Satisfaction with antenatal care
In a 1993 cross-sectional population based Victorian consumer survey, major 
determinants identified as affecting satisfaction with antenatal care were “staff 
seeming rushed”, “waiting times” and “continuity” o f care (Laslett, Brown & 
Lumley, 1997, p81). Women who had birth centre care were the most satisfied 
group, with 80% being satisfied, compared to 73% o f women who had private 
obstetric care, 48% of women having public clinic care and 33% o f the women 
having shared care. Models that offer antenatal continuity in the Victorian context 
are private obstetric care, birth centre care, and in recent years, midwife clinics and 
various midwifery models.
A South Australian consumer survey also identified waiting times and continuity of 
care as factors affecting satisfaction with antenatal care, as well as being treated as an 
individual and flexibility o f operating hours (Zadorozny), 1996).
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Increased satisfaction with antenatal care was reported in most trials included in this 
review. Aspects o f  care that women particularly mentioned as being positive were 
“psychological aspects” (Waldenstrom & Nilsson, 1993), “easier access to care”, 
“higher perceived ‘quality’ o f antenatal care” and “decreased waiting times” (Homer, 
Davis, Brodie et al, 2000b, p257). In a Melbourne team midwifery trial, the women 
who received team care more often reported that they felt informed, were “given an 
active say” and that caregivers were “encouraging and reassuring”. They also felt 
care was less rushed and were “happier with the emotional support” (Waldenstrom et 
al, 1999). One trial which included only antenatal care, compared midwives and 
general practitioners with obstetricians, and found no difference in satisfaction 
(Tucker, Hall, Howie et al, 1996).
2.3.2.2 Satisfaction with labour and birth care
There are a number o f factors which affect women’s satisfaction with their care 
during labour and birth. There is evidence that having a known caregiver in labour is 
strongly associated with increased satisfaction (Brown & Lumley, 1998b), although 
this was not the case in a birth centre context (Waldenstrom, 1998). Other factors 
which have been shown to increase women’s satisfaction are feeling informed, 
feeling in control, the presence o f social support (Brown & Lumley, 1994; Hodnett, 
1997b; Waldenstrom, 1999) and “midwife support” (Waldenstrom, 1999, p471). 
Conversely, factors that have been shown to be associated with women’s 
dissatisfaction with labour and birth care are lack o f involvement in decision making, 
insufficient information about options and choices (Brown & Lumley, 1994; Green 
et al, 1990; Seguin et al, 1989), increased obstetric interventions (Brown & Lumley, 
1994; Green et al, 1990) and a “perception that caregivers were unhelpful” (Brown
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& Lumley, 1994). In the randomised trials included in this review, the women who 
received midwife-managed care (caseload or team midwifery) reported increased 
satisfaction with labour and birth care compared to those receiving standard care 
(Biro, 2000; Kenny et al, 1994; Morrison et al, 2000; Turnbull et al, 1996; 
Waldenstrom et al, 2000; Waldenstrom & Nilsson, 1993). This suggests that 
satisfaction may be increased in women receiving caseload midwifery care in the 
model being explored in this study, and supports the notion o f introducing such care.
2.3.2.3 Satisfaction with postnatal care
Most o f the RCTs included in this literature review on new models o f  maternity care 
had limited or no postnatal care component. Not surprisingly, there was often no 
difference in satisfaction with postnatal care between women receiving the new types 
o f  care and women receiving standard care. Only one trial reported an overall 
increase in satisfaction with postnatal care (Kenny et al, 1994). In a recent Victorian 
team midwifery trial where team midwives made a ‘social’ visit to the ‘team women’ 
on the postnatal ward, but did not actually provide care, women receiving team care 
were more satisfied with postnatal care. They rated their carers as being “more 
sensitive, understanding, encouraging [and] reassuring”, said they “felt better 
informed” and more often felt that care was not rushed compared with the women 
who received standard care (Waldenstrom et al, 2000).
Other factors shown to affect women’s satisfaction with postnatal care, from 
population-based and descriptive studies were the attitudes o f the caregivers (Stamp 
& Crowther, 1994; Yelland, Small, Lumley et al, 1998; Zadorozny), 1996), hospital 
policies and staffing levels, and a perception by women that there is help and support
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to look after the baby (Zadoroznyj, 1996). It is possible that receiving continuity o f 
care in the postnatal period may help address some of these issues for women. For 
example, models such as caseload midwifery encourage a policy o f staffing 
according to when the women require care, compared with staffing according to a 
rigid roster.
2.3.2.4 Factors not affecting satisfaction with care
Factors found to not affect women’s satisfaction with care include income, parity, 
attendance at parent education classes, interventions in labour (Seguin et al, 1989) 
and pain relief in labour (Brown, Lumley, Small et al, 1994). A Victorian study of 
312 women from Turkey, Vietnam and the Philippines found that there were no 
associations with satisfaction related to “maternal age, marital status, parity, length 
o f time in Australia, English speaking ability, family income, education, method o f 
birth, length o f postnatal stay or method o f baby feeding” (Yelland et al, 1998, 
p i 47). While this is an important finding which can help guide care givers and can 
guide further research, it was a self selected sample, and not necessarily 
generalisable to different cultural groups or settings. Likewise, none o f the above 
mentioned studies specifically included caseload midwifery or made comparisons 
between the caseload model and standard models o f  care.
2.3.3 Relationship With Midwife
The relationship between the woman and the midwife appear as key concepts in 
conceptual and theoretical models explaining midwifery (Fleming, 1998; Guilliland 
& Pairman, 1994; Woodward, 2000), and in the conceptual framework of this study.
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However, there was limited literature identified that addresses this area. The RCTs 
selected for this review reported little on the woman’s experience o f the relationship 
with the midwife, other than the satisfaction outcomes, as reported in section 2.3.1 o f 
this chapter.
In semi-structured interviews with a sub-group o f 40 women participating in a 
comparative (non-randomised) caseload midwifery trial in the United Kingdom, as 
well as from randomly selected responses to open ended survey questions o f  200 
women (McCourt, 1996), key themes [concepts] were identified which related to 
women’s experiences o f the model o f care. Themes which emerged were “continuity 
o f  care and carer” (p9), which was a priority for women in both the caseload 
midwifery and standard care groups, and “the importance o f a named midwife” (p9) 
in terms o f consistency, support and enhanced confidence. Other themes the author 
identified were “community versus hospital based care” (p 10), where more women 
in both groups were happier with community based care, and “relationships with 
different care professionals [and] very positive about the role o f the midwives” (plO), 
with a preference for most care to be provided by them. This was more often the case 
for women receiving caseload care. Communication was an issue for many women, 
with those receiving caseload care feeling it was good, and the women in the 
standard care group having concerns about it. “Women receiving [caseload 
midwifery] care felt more supported and confident during labour” and birth (plO).
The author concluded that the consistent and supportive care provided by the 
caseload midwifery> program enhanced women’s self-confidence, and allowed 
women to use the relationship with the midwife in a positive way.
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In a Swedish qualitative study involving 18 women who had received midwife- 
managed care, women’s experiences o f their encounter with the midwife were 
explored. Berg et al (1996) identified three themes describing what women perceived 
as essential to a good relationship with the midwife, after asking each woman the 
question “Can you tell me about the encounter with the midwife/ midwives during 
delivery” (p i2). The three predominant themes were “to be seen as an 
individual.. .to have a trusting relationship...[and] to be supported and guided on 
one’s own term s...” (ppl2 &13). The authors suggest that these themes did not have 
clear boundaries, and did overlap, and that most o f all the presence o f the midwife 
was an over-riding theme.
In a qualitative study in the United Kingdom where 32 women giving birth in a 
midwifery-led unit were interviewed in-depth about their experiences in labour, 
including interaction with the midwives, the core categories to emerge were the 
balance between personal control and the availability o f support (Walker, Hall & 
Thomas, 1995). Sub-categories were things such as having “options and choices”, 
“feeling informed” and having a “supportive environment and someone to trust and 
give confidence” (p i20). In another British qualitative study o f 32 women receiving 
community based team midwifery care, Lee (1994) found that the highest rated 
qualities women wanted in a midwife were that the midwife “inspires confidence and 
trust”, provides “safe and competent care”, is “approachable and friendly”, “involves 
you in choices” and “is known to you” (p67).
23
2.4 The Midwife
The second major concept in the conceptual framework for the current study is the 
midwife, which will be explored in this section, incorporating the sub-concepts 
professional and personal issues and relationship with the woman. There will be a 
focus on how these sub-concepts affect the midwife and midwifery practice in a 
general sense, with a more focused look at this notion in relation to new models o f 
care in the care section.
Various studies, reports and consumer surveys have highlighted the importance of 
the midwife in the provision o f maternity services, and suggested that an expanded 
midwife role covering all aspects o f pregnancy care is advantageous in providing 
women with an increased range o f choices, as well as increasing women’s 
satisfaction with the childbirth year and pregnancy outcomes (Expert Maternity 
Group, 1993; Health Department Victoria, 1990; National Health and Medical 
Research Council, 1996; Zadoroznyj, 1996). As such, it is important to understand 
what issues are pertinent to midwives and their practice, and how new models o f 
midwifery care may impact on them.
2.4.1 Professional and Personal Issues
Prior to discussing the issue o f the midwife in relation to new models o f care, it is
important to recognise and discuss current professional issues for midwives, as the
current professional issues may in turn impact on how new models o f midwifery care
affect midwives and their practice. This is likely to be the case both for the midwives
providing care within any new model, as well as the midwives who do not directly
provide new models o f care, but who remain as ‘core’ staff within maternity services.
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When searching for literature which related to midwives’ professional issues, job 
satisfaction and burnout, it appeared that the three factors were inter-related. Sandall 
(1996) suggests that “the way care is organised has a profound impact on whether 
midwives can combine work and family life and whether they suffer burnout” 
(p620). In a multiple site case study in the United Kingdom, involving three study 
sites, and in-depth interviews with 48 midwives, Sandall (1997) found that three key 
themes emerged relating to sustainable midwifery models which avoid midwife 
burnout, while still providing women-centred care. The most essential component 
was having “occupational autonomy”, particularly related to working hours and 
being able to “balance home and work life” (p i08). Two other key factors found to 
enhance midwives’ work lives were the availability o f “social support” (pi 10), 
particularly within the work team or environment, and the opportunity to “develop 
meaningful relationships with women” (p i09).
There was no Victorian literature identified that compared caseload or team 
midwives job satisfaction with that o f midwives providing standard care. However, 
a 1995 survey o f 1000 randomly selected midwives in Victoria explored job 
satisfaction as well as current practice issues for midwives (Watson, Potter & 
Donohue, 1999). O f the 542 completed questionnaires returned, only 240 
respondents were practising midwives. The sample came from diverse workplaces 
and geographical areas throughout Victoria, therefore may not be representative of 
the Victorian midwifery population in general. Some o f the key findings were that 
less than 20% o f the midwives said there was increased midwife satisfaction in the 
last five years, and less than one third felt there had been an increase in midwife 
autonomy. The most common areas of concern identified were “autonomy,
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education and professional identity and status” (p222). The study found that most 
midwives were satisfied with their work, with aspects o f the relationship with women 
and their families being the most satisfying component. The least satisfying aspects 
o f  their work, as reported by the midwives, were “poor continuity o f care” and “early 
discharge”, with “budgetary issues”, “staff relations” and “lack o f autonomy” being 
other areas o f concern (p224).
In a pilot study o f 82 nurse-midwives (a response rate o f 47%) in the United States 
the top five factors affecting job satisfaction were “competency o f other personnel... 
quality o f client interaction... time to provide good care. ..amount o f independence 
[and] involvement with care plan decisions” (Collins, 1990, p241). In contrast, in the 
United Kingdom, Flint (1992) reflects in a commentary on midwifery care, that lack 
o f job satisfaction arising from providing fragmented care, compared with the 
continuity provided in caseload models for example, may be a cause o f increased 
dissatisfaction, and the high rates o f midwives leaving midwifery. A study o f 200 
Dutch midwives, from a stratified sample o f different midwife work groups, found 
that a heavy workload, or being very busy, was not necessarily associated with 
increased midwife burnout (Bakker, Groenewegen, Jabaaij et al, 1996). These 
authors found that factors which may affect susceptibility to burnout are the presence 
social support for midwives, as well as the personal coping ability o f different 
midwives.
2.4.2 Relationship With the Woman
Developing a relationship with the woman is a key ingredient o f most o f the new 
models o f midwifery care, and in particular to caseload midwifery. The literature
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supports this concept in terms o f midwives’ job satisfaction, with the opportunity to 
develop meaningful relationships with women and their families being a central 
component o f midwives’ satisfaction in two previously mentioned studies (Sandall, 
1997; Watson et al, 1999).
There is however, some debate regarding what these relationships should entail. 
Should the relationship o f the woman and the midwife be purely professional, or is 
there room for the relationship to develop to more than this? Leap (1994) suggests 
that friendship should be discouraged, in order to encourage the woman to establish 
her own support systems. Page (1995) supports the idea that the caseload midwifery 
model provides the opportunity for the midwife to be “both friend and professional to 
the woman and her family” (p i46).
Further exploration o f the relationship between the midwife and the woman is 
undertaken in sections 2.3.3 and 1.6, including discussion o f  the partnership model o f 
midwifery practice, and women’s views of their relationship with the midwife.
2.5 The care
It is important when looking at models o f  maternity care to identify “what 
factors related to the organisation o f  care contribute to women having more 
positive experiences ” (Brown & Lumley, 1998b, p i 52).
This section examines the third major concept in the conceptual framework for this 
study, the care, as it relates to new models o f midwifery care. The four sub-concepts 
chosen to support the exploration and description o f this concept are continuity 
models, midwives ' views, outcomes, and sustainability.
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The majority o f published research on midwife-managed models o f care reports 
mainly on medical and satisfaction outcomes. Evaluation o f how the new models 
affect the midwives providing the care has received less attention, as has the effect o f 
the new models on other maternity service care providers.
2.5.1 Continuity Models
There are many reasons to expect that continuity o f  care will positively affect 
satisfaction and that “continuity [of] advice causes less confusion... form s  
the basis fo r  a relationship in which the carer can provide individualised and  
sensitive care, [and that] the woman can develop trust, and a feeling o f  being 
special and treated as an individual” (Waldenstrom, 1998, p207).
Whilst many of the new models o f providing maternity care have evolved in 
response to women’s requests for ‘continuity o f care’ or having their care provided 
by a known caregiver, there are varied definitions (and much debate) regarding the 
term ‘continuity o f care’ and what it means. This ranges from continuity o f  care by a 
single care provider, to continuity by a small team of known care providers. 
Alternatively, it may mean continuity o f philosophy among a group of care 
providers, where the carers have a shared view and understanding o f how care should 
be provided, or where there is strict adherence to a common protocol (Hodnett, 
1997a). Continuity o f care may also have other implied meanings such as having a 
known midwife present at the labour and birth, or the same midwife present at all 
antenatal visits, or continuity in the postnatal period (Waldenstrom, 1998).
Not only is there debate around what continuity o f care means, there is also debate 
around the issue o f whether care providers should even attempt to provide continuity 
o f care for women during the childbirth year. The debate centres around what is most
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important: continuity o f care given, such as philosophy, advice, attitudes and 
practices, or continuity o f care giver. While some authors believe that continuity o f 
care by one carer is the “gold standard” (Hundley, Milne, Glazener et al, 1997, 
p i 273), others suggest that it is continuity o f philosophy and consistent advice that is 
important (Green, Curtis, Price et al, 1998), and that enhanced continuity for some 
women may result in less continuity for others (Graham, 1997). Those that question 
the value o f offering models where there is continuity o f midwifery care suggest that 
attempting to provide continuity for women throughout pregnancy, birth and the 
postnatal period may compromise continuity during the antenatal and postnatal 
periods, which could otherwise be provided by a single carer (Farquhar, Camilleri- 
Ferrante & Todd, 2000). Further, Green et al (1998) suggest that providing a known 
carer in labour should not be the key determinant o f a service, as this is a key factor 
impacting on midwives’ lifestyles. These authors propose that women are more 
concerned that “the midwife who delivers [assists] them is competent and caring”
(p i33) as opposed to being known to them.
In contrast with these views, many o f the new models o f  midwifery care which 
provide increased continuity for women have been shown to increase women’s 
satisfaction with their care (Flint et al, 1989; Kenny et al, 1994; MacVicar et al,
1993; Rowley et al, 1995; Turnbull et al, 1996; Waldenstrom & Nilsson, 1993). 
However, it may be difficult to disentangle which aspects o f the various models led 
to the increased satisfaction. That is, was it the continuity, or some other aspect of 
the new care? The reason for the lack o f clarity is that other aspects o f care may also 
be altered, compared to standard care, at the same time as continuity was introduced, 
such as philosophy of care, type o f care provider and birth environment
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(Waldenstrom, 1998). With many o f the trials it is also difficult to determine if  any 
differences in satisfaction between the women receiving the new model o f care and 
standard care are due to midwife care versus care by other health professionals, or 
continuity o f  care compared with non-continuity (Hodnett, 1997a). An Australian 
RCT o f team midwifery including 1000 women found that it was the continuity of 
care which was the factor leading to women’s increased satisfaction, as other care 
aspects were not altered (Waldenstrom et al, 2000).
There are mixed reports on the benefits o f continuity o f care in a number o f small 
descriptive studies and papers which discuss the complexities o f the debate on 
continuity o f  care. Many appear to conclude that providing continuity o f care may 
not always be the optimal model. A small cross-sectional postal survey of 136 
women (a response rate o f 55%) in the United Kingdom (sent two weeks after the 
birth) found that continuity o f care was not a top priority for all women and that it 
was more important to the women to receive ‘good quality’ care at all stages o f  their 
pregnancy (Fellowes, Horsley & Rochefort, 1999). Flessig and Kroll (1997) 
examined the views o f 25 community midwives regarding a new model of midwifery 
care which offered continuity. In a summary o f the midwives’ views, the authors 
concluded that while continuity should be aimed for, the first priority should be to 
offer “supportive, personal and consistent care” (p 19). In a non-randomised 
comparative evaluation o f a team midwifery program, Hart et al (1999) examined the 
views o f 256 women by postal questionnaire and 30 women by interview. The 
authors report that continuity during the pregnancy and a home visit in early labour 
were more important to women than continuity during labour and birth. Whilst the 
findings o f small non-randomised studies such as those mentioned in this paragraph
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should be interpreted with caution, it is important to weigh up the benefits o f 
attempting to provide continuity o f care, and note such findings when planning future 
research into models o f maternity care.
It would appear that there are still unanswered questions about the concept o f 
continuity o f maternity care. Women have said they want the option of continuity for 
their care. The randomised trials appear to suggest that continuity increases women’s 
satisfaction with care, yet a number o f smaller studies question this in their local 
settings. An area for further research might be exploring this disparity, and 
comparing continuity in different components o f pregnancy care, for example 
antenatal and postnatal continuity, with continuity which covers the pregnancy, 
labour and birth and the postnatal period (Walsh, 1995), and within different models 
o f  care. Likewise, an exploration o f factors that influence women to choose private 
obstetric care would be an area for further research. Is continuity o f carer a key 
reason?
2.5.2 Outcomes
It is a generally held view that safe care and a healthy baby are the priority for most 
women. In addition to providing increased choice, continuity and satisfaction for 
women, as discussed in previous sections o f this review, it is important that midwife- 
managed models o f maternity care are as safe as standard care models. Any 
maternity care should be as safe as is possible with regard to both the woman and the 
baby, and this includes not only morbidity and mortality, but other obstetric 
outcomes such as use o f  analgesia, length of labour and caesarian section rates. The 
RCTs in this review examine new models o f midwife-managed maternity care, and
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report the obstetric outcomes of these models compared with the standard options o f 
care provided for women at the trial location. Whilst the focus o f the current study is 
caseload midwifery, other midwife-managed models are included as there are often 
similarities in the models. This section discusses the obstetric outcomes o f the 
women in the trials, referring only to the information from randomised trials, as this 
research design has the greatest ability to identify valid and reliable causal 
relationships (Polit & Hungler, 1989).
The trials selected for inclusion in this review as well as a recent meta-analysis of 
RCTs on new or midwife-managed models o f pregnancy care have a number o f  key 
findings in regard to what medical or obstetric outcomes were experienced by 
women or their babies. The findings are discussed here, and details o f the trials are 
shown in Appendix III. O f the total o f the 12 trials included, only one trial found no 
statistical differences in interventions or medical outcomes (Waldenstrom et al, 
1999).
In terms o f obstetric interventions, the women in the new models, including caseload 
midwifery, had decreased rates o f induction o f labour (Turnbull et al, 1996; 
Waldenstrom et al, 1997; Waldenstrom & Turnbull, 1998), decreased rates o f 
augmentation o f labour (Biro, 2000; Flint et al, 1989; Waldenstrom et al, 1997; 
Waldenstrom & Turnbull, 1998), less electronic fetal monitoring (Biro, 2000; 
Hundley et al, 1994; Turnbull et al, 1996; Waldenstrom et al, 1997; Waldenstrom & 
Turnbull, 1998), decreased instrumental deliveries for vaginal births (Kenny et al, 
1994; Waldenstrom & Turnbull, 1998), decreased use o f episiotomy (Biro, 2000; 
Flint, Poulengeris & Grant, 1989; Harvey et al, 1996; Hundley, Cruickshank & Lang,
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1994; Kenny et al, 1994), decreased interventions in labour overall (Rowley et al,
1995) and decreased caesarian section rates (Harvey et al, 1996; Homer et al, 
2000b). It is difficult to know precisely to what these reductions are attributable. It 
may be that women were given more choices and options regarding their care in the 
new models, or it may be that receiving the new model o f care actually affected 
women in some way so that their need for intervention was less. It could be argued 
that the philosophy and approach o f the primary carers may have influenced 
outcomes.
Women in the midwife-managed models had less pharmacological pain relief in a 
number o f the trials (Biro, 2000; Flint et al, 1989; Hundley et al, 1994; Rowley et al, 
1995; Waldenstrom et al, 1997; Waldenstrom & Turnbull, 1998). Again, there is no 
clear evidence to say why this was so; if  it was related to feelings o f  having support 
in labour, as previously mentioned (Hodnett, 1997b), having a known caregiver or 
possibly even other factors such as women feeling empowered and in control.
In one trial the women in the midwife-managed group had increased perineal tears 
(Kenny et al, 1994), which was in contrast to another trial in which the women had 
increased intact perineums (Turnbull, Holmes, Schields et al, 1996). A further trial 
found that women had an increased number o f unsutured tears (Biro, 2000), but a 
decreased episiotomy rate. It is possible that the midwives in that trial were more 
likely to leave perineal tears unsutured. Likewise, the fact that the women in some 
trials had an increased length o f labour if they were in the midwife-managed group 
(Flint et al, 1989; Mac Vi car et al, 1993; Waldenstrom et al, 1997) may be a
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reflection o f the practices o f the midwives, or may be an outcome to do with some 
other extraneous factor.
Three trials reported a decreased length o f hospital stay for women in the new 
models o f care (Biro, 2000; Harvey et al, 1996; Kenny et al, 1994). A high rate of 
transfer out o f midwife-managed models was noted in one trial, particularly with 
regard to women having their first baby (Hundley et al, 1994). This is an important 
issue to consider in terms o f new models. For example, if  women need medical input, 
should the model require them to transfer to standard care, as is the case with some 
models, or should the option for medical input and care be built in to the model? A 
typical example o f this is birth centre care, where if  women become higher risk, they 
are transferred ‘out’ o f the model. In contrast, some models that don’t require 
transfer have a system where the woman continues care with both her midwife team 
as well as the medical practitioner (Biro, 2000; Forster, 1998b; McIntyre, 2000), and 
this is particularly so in caseload midwifery models. This is an issue that could be 
explored in more depth in further research on models o f midwifery care.
Ideally, if  new models o f care are to be rigorously evaluated, women and their 
infants’ longer term health outcomes should be included, such as the seven year 
follow up o f women and their children by Oakley et al (1996) when studying social 
support during pregnancy. O f the RCTs selected for inclusion in this review, other 
postnatal outcomes are discussed in some trials, such as ongoing maternal and infant 
health, particularly in studies where there was a longer follow up period. No 
statistical differences in women’s health including depression and infant health were 
found in two trials (Waldenstrom et al, 1999; Waldenstrom et al, 1997), and one trial
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found no difference in breastfeeding rates (Waldenstrom et al, 1999). Women in the 
midwife care group reported increased mastitis and sore nipples in a birth centre trial 
(Waldenstrom et al, 1997). It is difficult to know why this was the case, but it is 
possible that it may in fact mean that those women were more likely to report 
symptoms. In the trial conducted by Flint et al (1989), the women in the intervention 
group found it easier being a mother, and that they were more prepared for child care 
when their babies were six weeks old compared with the women in the control group.
No trials on midwife-managed care have shown any statistical differences in either 
perinatal or maternal mortality. A recent systematic review comparing continuity o f 
midwifery care with standard maternity services found no statistical differences in 
health outcomes for the babies o f women who had received the new models o f  care. 
There was a trend towards increased perinatal mortality in midwife-managed models 
o f care although it did not reach statistical significance (Waldenstrom & Turnbull,
1998). Three recent trials in Australia have reassuringly decreased this trend (Biro, 
2000; Homer et al, 2000b; Waldenstrom et al, 2000).
2.5.3 Midwives’ Views
The impact o f  this new role [as primary care providers] on the professional 
and personal aspirations o f  the midwives involved is largely unknown and it 
is crucial we fu lly  understand their experience ...to  ensure the future success 
and expansion of... midwifery models (Brodie, 1996, p i  32).
In examining the literature on new models o f midwife-led maternity care, it is 
important to examine the views of the midwives providing care within the new 
models, as well as the views of the midwives who continue to provide standard care.
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The interaction between these two groups is a vital element in the ongoing success o f 
a new model o f maternity care.
2.5.3.1 The midwives providing midwife-managed care
Models o f midwifery care which seek to provide continuity for women during 
pregnancy and birth often require a dramatic change in how midwives’ work is 
organised. In many new models the midwives are “no longer working shifts allocated 
to wards and departments, but follow women through the system” (Page, 1995, 
p 146). Brodie (1996) proposes that there is a lack of published research on the 
experiences o f the midwives involved in new models and “little or no critical 
reflection ...on  the implementation or maintenance [of these models] from [the 
midwives] perspective” (p i32). She suggests this is crucial, given that one main 
reason cited in the literature for the discontinuation o f new models is midwife 
dissatisfaction.
In many o f the RCTs selected for this review there is limited evidence o f how the 
new models affect the midwives; such as how the midwives view the working 
conditions, management support, professional issues, skill development and job 
satisfaction. Only two o f the RCTs compared the midwives working in the new 
models with those providing standard care (Hundley, Cruickshank, Milne et al,
1995; McGinley, Turnbull, Fyvie et al, 1995). Some of the RCTs included an 
evaluation o f the experiences o f the midwives involved in the new models, without a 
comparison with the other midwives providing standard care (Brodie, 1997; Kenny 
et al, 1994; Rowley et al, 1995; Waldenstrom & Nilsson, 1993). One report which
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addresses this issue could not be included in this review as it was published in 
Swedish only.
A number o f  non-randomised trials, studies and reports were identified which 
examined the views of midwives working in new models o f care. To clarify what 
type o f study is being referred to during the proceeding section, a brief list is 
provided here. There is a large comparative study (reported on by two authors) 
(McCourt, 1998; Page, 1995), reports on large midwife surveys (Sandall, 1997;
Stock & Wraight, 1993), small descriptive studies o f new models in practice (Black, 
1992; Lee, 1994; Ramsay, 1996), personal views of midwives working within new 
models (Docherty, 1995), and reflections on implementing new models from 
management, professional and staff development perspectives (Browne, 1994; Leap, 
1996; Lewis, 1995; McGinley e ta l, 1995; Wise, 1996).
2.5.3.1.1 Education required by midwives working in new models 
When midwives move from working in standard care, to working in midwife- 
managed care models, there may be many changes they need to make during the 
transition period. Midwives may not initially be confident and competent to act as 
‘lead’ professionals, and this issue may need to be addressed when setting up 
midwife-led models, as well as in the midwifery education programs (Lewis, 1995). 
In many trials, as well as in units implementing new models, midwives needed to 
‘upskill’ or refresh their midwifery knowledge in areas where they perceived they 
had a deficit (Docherty, 1995; McGinley et al, 1995; Wise, 1996), and may also have 
had to ‘unlearn’ some ways o f practising (Ramsay, 1996). Midwives often need to 
take on new, and sometimes more, administrative tasks when working in new models
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of care (Turnbull et al, 1995). Some reports also talk about not only the initial 
upskilling o f midwives, but that midwife-managed models should, and possibly do, 
encourage ongoing professional development (Page, 1995).
2.5.3.J.2 Midwives working in midwife-managed models: their views 
and experiences
Midwives have described many positive experiences and benefits as a result of 
working in midwife-managed models. Many papers discuss how midwives working 
in the new models have a greater sense o f working as a team (Black, 1992; Docherty, 
1995), including experiencing increased professional support (Turnbull et al, 1995) 
as well as enjoying the increased contact with other midwives (Black, 1992). These 
aspects may suggest that in standard care contexts, midwives may feel less part o f  a 
group who work together toward a common goal. In contrast, one author referred to a 
sense o f isolation working in some midwife-led models (Docherty, 1995), and 
highlighted the need for attention to both formal and informal communication 
channels between ‘team ’members.
Another area commonly described in a positive way by midwives working in team 
and caseload midwifery models is the increased use of, and confidence in, their skills 
as a midwife, as well as increased knowledge and opportunity for professional 
development (Black, 1992; Docherty, 1995; Stock & Wraight, 1993). This is 
illustrated by one author, who stated that she had “more confidence than before [in 
her] own informed professional judgement” (Docherty, 1995, p231).
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Interestingly, midwives in new models were positive about the same aspects o f their 
work which are known to reduce burnout, such as increased autonomy and 
responsibility (Black, 1992; Turnbull et al, 1995). Increased job satisfaction also 
appeared as a common finding (Black, 1992; Brodie, 1996; Stock, 1994; Turnbull et 
al, 1995). Correspondingly, factors found to increase the satisfaction of midwives in 
the new models are increased autonomy and having responsibility for management 
decisions (Hundley et al, 1995; Stock, 1994), as well as being able to provide 
continuity, and ‘better’ care (Brodie, 1997; Hundley et al, 1995; Stock, 1994).
In the same way in which many factors increased the job satisfaction of midwives 
working in team midwifery and caseload midwifery models, a number o f factors lead 
to decreased midwife satisfaction. Increased medical involvement in care as well as 
too many midwives involved with care have both been shown to decrease midwives’ 
satisfaction (Hundley et al, 1995). Likewise, a perceived lack o f trust in midwives’ 
judgement by medical and other staff (Brodie, 1997; Hundley et al, 1995), as well as 
a perceived lack o f management support (Brodie, 1997) can negatively affect 
midwives working in new models. Participation in new models lead to increased 
stress for some midwives (Turnbull et al, 1995).
2.5.3.1.3 Rosters and ‘on ca ll'fo r  midwives working in team and caseload models 
Many o f the new models entail different work patterns to the standard models, and 
this is one o f the most contentious issues in the debate around models of care, 
particularly in relation to models which require some degree o f ‘on call’ work. In the 
models which include an ‘on call’ component, the midwife may be called in to work 
when a woman she is caring for is in labour, or when she is rostered ‘on call’ for any
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labouring women receiving the particular model o f care (Biro, 2000; Flint et al,
1989; Kenny et al, 1994; McCourt & Page, 1996). ‘On call’ is o f particular 
importance in the caseload midwifery model, as one o f the main components of the 
model is to provide care by a known midwife during labour and birth. Other models, 
such as team midwifery> models, often do not have an ‘on call’ system, but instead 
ensure that at least one midwife in the new model is rostered on at any given time 
(Homer et al, 2000b; Rowley et al, 1995; Turnbull et al, 1995; Waldenstrom et al,
1999). Either system may require some adjustment to the midwives’ previous work 
patterns. These adjustments can affect midwives in positive and negative ways, and 
there may be a transition period (Docherty, 1995, p231). McCourt (1998), in a study 
o f 16 caseload midwives’ work diaries, found that it took six to nine months, as well 
as appropriate peer and management support, to adjust to working in a system where 
‘on call’ and flexible work hours were intrinsic. In a Glasgow trial where the 
midwives followed a caseload midwifery model, the midwives chose not to take on 
an ‘on call’ component, but altered their working hours to maximise opportunities for 
continuity, particularly through labour (McGinley et al, 1995). These authors suggest 
that having input into roster configurations, trialing them and having the ability to 
change the roster maximises the way in which the midwives can have some control 
over the processes.
The views surrounding the ‘on call’ issue appear to be becoming more polarised in 
the current debate, particularly in the United Kingdom. Some authors suggest that 
high numbers o f women achieve satisfaction with care without midwives’ working 
‘on call’ (Green et al, 1998), and that being available for a number o f women when 
they go into labour is very intrusive on midwives’ lives (Green et al, 2000). It may
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be however, that the issue is not straightforward. Sandall (1997) found that midwives 
who had developed a relationship with a woman were not as concerned about ‘on 
call’ issues as the midwives who were ‘on call’ two to three nights per week for 
women whom they did not know. A small study in the United Kingdom where 12 
midwives were interviewed in-depth found that being ‘on call’, particularly at night, 
waiting to be called, did affect midwives, although they almost all rated their job 
satisfaction highly, and felt that a supportive team and getting to know the women 
were important aspects for them (Lee, 1994). The issue o f midwives being unable to 
relax when off duty, and their work impacting on their domestic and social lives, was 
also highlighted as a potential problem in a case study o f team midwives conducted 
by the by the Institute o f Manpower in the United Kingdom (Stock, 1994).
In a non-representative sample o f 100 midwives who answered a journal invitation to 
participate in research in the United Kingdom (Leap, 1994), 70% said they felt that 
“caseload practice [was] the way forward for midwifery” (p i30), but were concerned 
about the potential for burnout, and many knew instances where midwives had to 
take on unrealistic client loads. O f those midwives already involved in a caseload 
system, there was much job satisfaction, but concern regarding workloads, flexibility 
and pay rates. In another report the midwives said that the increased flexibility 
required by new models was a ‘trade o f f  with increased autonomy and job 
satisfaction (Stock & Wraight, 1993). The authors considered it crucial that there be 
a choice to work in these models, and that such a work pattern would not suit all 
midwives.
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2.5.3.1.4 Conflict between midwives in team and caseload models and other s ta ff  
Conflict between midwives working in new models and the staff in standard care 
models has arisen as an issue in some reports (Brodie, 1997; Ramsay, 1996). 
Midwives in new models, or the new models themselves, may be seen as a threat by 
medical staff, in that the midwives may be taking on work otherwise done by them 
(Ramsay, 1996). In a qualitative evaluation o f a team midwifery’ model in Brisbane, 
midwives were surprised by the lack of support from other staff both peers and 
administration (Ramsay, 1996). In two other trials it was reported that team 
midwives had to frequently respond to “criticisms about their role or work practices” 
(Brodie, 1997, p49). Brodie argues that the team midwives she studied developed an 
allegiance to the women they cared for, which caused conflict with the other ‘non- 
team’ midwives, who maintained allegiances to particular work areas, colleagues and 
the organisation (Brodie, 1997).
2.5.3.1.5 New models o f  midwifery care in relation to career structure
An issue which is important to consider for midwives working in new models o f care 
is that o f career structure or development, given that many o f the new models result 
in a “flatter structure” (Stock, 1994, p33). This could indicate that there may be less 
opportunity for career advancement for midwives working in these new models o f 
care. This is particularly relevant with regard to salary structures and rates in the 
Australian context, where the current Federal Nurses’ Award rates of pay do not 
reflect changes in some midwives’ work arrangements and hours. The Award 
assumes and promotes a salary structure where shift lengths are fixed, as are position 
descriptions and roles. In many new models o f midwife-managed care, particularly 
caseload midwifery, the midwives work very flexible hours, well outside o f those
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specified by the Nurses’ Award. It may be, for example, that a midwife could work 
15 hours one day, then only a few the next, then be ‘on call’ for the following two 
days, yet still not be working more than expected. Some workplaces have negotiated 
individual flexible arrangements between the ANF (Australian Nursing Federation) 
and their respective workplaces, coming to an agreement satisfactory to the 
midwives, the hospital and the ANF (Gumley et al, 1997; O'Donnell, 1998).
2.5.3.2 The midwives providing standard care
In the same way it is necessary for the midwives to be happy working in a new 
scheme, it is vital that those not directly involved also feel that the scheme or model 
is worthwhile, is working well, and is not impacting negatively on their sphere o f 
practice. It is arguably essential for this situation to be the case if  a new model is not 
to be constantly undermined and therefore constantly under external threat.
The question relating to the views and experiences o f the midwives providing 
standard care is examined in some o f the RCTs included in this review. Turnbull et 
al (1995) found that 41% of those midwives not involved in the new model o f care 
considered it could have been implemented better, and a significant number 
perceived a ‘them and us’ situation had developed. Ten percent o f the midwives 
described the new model as disrupting their clinical practice. However, all the ‘new 
model’ midwives and 70% o f the ‘standard model’ midwives considered that the 
implementation o f  this type o f model of care was the “way forward for midwifery” 
(pi 17) although reasons for this were not elaborated upon.
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Other descriptive studies have also looked at the views of the midwives providing 
standard care. There appears to be some major areas o f conflict. These include 
standard care midwives as well as medical practitioners not perceiving the skill 
levels o f the midwives involved in the new models to be adequate (Bowman, Hunter 
& Wotley, 1997; Brodie, 1996; Ramsay, 1996), standard care midwives believing 
that women are having too much choice, and women seen as becoming too assertive 
and demanding in what they want from their care (Bowman et al, 1997).
Many o f the new midwifery models include care for women throughout the antenatal 
and labour and birth periods, with limited input in the postnatal period. In almost all 
models, it is necessary for the standard care midwives to provide back-up, or ‘core’ 
staffing for the women receiving care in the new models, usually in terms of labour, 
birth and postnatal care. Hall (1996) suggests that this reliance on ‘core’ ward staff to 
provide care, particularly in the postnatal area, can lead to difficulties in working 
relationships between the two groups of midwives, as well as tension and 
communication problems. It may also lead to a ‘them and us’ situation, and ‘core’ 
staff may feel ‘threatened’ by the new models (Stock, 1994).
2.5.3.3 Midwives ’ views: conclusion
Preparation for change, and adequate practical organisation o f  any new model o f  
midwifery care is vital (Wise, 1996). In terms of the midwives, it would be optimal 
to increase job satisfaction and practice competence whilst minimising stress during 
any transition. Turnbull et al (1995) suggest this can be done if  “change is managed 
in a systematic manner which involves the midwives” (Turnbull et al, 1995, p i 19). 
Brodie (1997) further suggests that “support and leadership from the hierarchy” is
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imperative to “withstand the early difficulties o f implementing and subsequently 
maintaining and integrating change” and that “while criticism was common initially, 
this decreased over time as trust developed and the programs became established 
(p50).
2.5.4 Sustainability
Evaluation o f new models o f midwifery care in terms o f sustainability may be 
complicated by the fact that it may be a different type o f midwife who will choose to 
work in these models. Turnbull et al (1995) suggested that “innovative models o f 
care may not be generalisable to the profession as a whole because the success o f 
such systems relies on them being staffed by the more motivated midwife” (Turnbull 
et al, 1995, p i 12). It may be difficult to support or refute this view, as little literature 
identified discussed these issues, and the construct o f motivation is a complex one. 
This does not however suggest that new models are not sustainable, as presumably 
there would always be a percentage o f midwives seeking to work in this way. 
Interestingly, Turnbull et al (1995) found that prior to their trial, the main difference 
between the midwives who volunteered for the intervention and those who did not 
was that the volunteers were more likely to have a negative attitude toward their 
current role (Turnbull et al, 1995). The literature also suggests that midwives who 
choose to work in new and innovative models tend to be more junior, with less years 
experience (Turnbull et al, 1995) as well as younger (Stock, 1994). It could be 
argued that this may reflect current midwifery education trends, which possibly 
encourage these new approaches in maternity care, or that midwives who are older, 
or more experienced have other priorities than their profession. It could also be that
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midwives who are more experienced are grounded in an earlier midwifery education 
philosophy or paradigm of maternity care delivery.
McCourt (1998) describes how midwives manage their time in a caseload model, and 
suggests that this model is sustainable within the National Health Service (NHS) in 
Britain, assuming a full time midwife has a caseload o f 40 women. She does not 
include time spent ‘on call’ (but not called in) as part o f the hours the midwives are 
required to work each week, yet this very issue could potentially be the one which 
many midwives involved in providing caseload care (or thinking o f becoming 
involved) find the most disruptive to their lives. That is, the ‘on call’ issue always in 
the background, possibly acting as a social constraint.
An important question regarding sustainability is to ask midwives working in new 
models o f maternity care if  they wish to continue working in the model. Within the 
trial context data on this issue was rarely addressed; an important omission which 
should be addressed in future research or publications o f current research. In 
Turnbull et a l ’s (1995) study only two midwives left the model, the reason given was 
to obtain professional promotion. This data was collected for only 15 months 
however, and more midwives may have left after that time. One conclusion in this 
report was that for success, midwives should be treated as individuals, and that 
“managers should be sensitive to the needs o f each [midwife] in the team” (pi 17).
An associated issue is that o f midwives’ sick leave. A number of trials have reported 
significantly less sick leave among midwives working in the new models compared 
to those in standard care (Kenny et al, 1994; Rowley et al, 1995). Stock and Wraight
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(1993) suggest that this may be related to a reluctance to let the other team members 
down. Another argument is that such an outcome may suggest midwives are happier 
working in these new models, and therefore are less prone to absenteeism.
2.6 Summary
The Australian and international literature clearly demonstrate that women want 
choice, continuity and control in the important life events o f pregnancy and 
childbirth. As recently as the late 1980s and the 1990s, it is evident from consumer 
surveys in Victoria that not only have there been limited options and choices in 
maternity care, but even when different options existed they were rarely discussed 
with, and offered to, women. Related to this lack o f choice has been a lack o f 
availability of, and access to, midwife-managed care. These trends are gradually 
changing, and many new options o f maternity care have developed for women, 
although the literature suggests that women in rural areas continue to have limited 
choice.
Evaluation o f midwife-managed care has been a focus o f research into maternity care 
in the 1990s, with a number o f RCTs conducted comparing news models o f care with 
the existing options. These trials have demonstrated increased satisfaction for the 
women receiving the new types o f care, as well as safe medical and obstetric 
outcomes. Areas that have received less research attention are the effects o f the new 
models on the midwives providing the care as well as on the midwives continuing to 
provide the standard options o f care.
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Caseload midwifery is a new form o f maternity care that attempts to address the 
evidence on what both women and midwives value in maternity care, that is the 
opportunity to form a relationship, and for maternity care to be a partnership between 
a woman and midwife. Further, it offers another option of maternity care for women. 
To date, caseload midwifery has been evaluated in a small number o f randomised 
controlled trials, as well as in smaller descriptive studies and has been shown to 
increase satisfaction for both women and midwives. There is arguably still a lack o f 
evidence regarding how this model of care affects all key stakeholders, and an 
important question regarding the caseload model is the aspect o f ‘on call’ work, and 
its impact on both the midwives and the system. Further research into this area as 
well as those mentioned above will contribute greatly to the ongoing management 
and sustainability o f new models o f maternity care.
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CHAPTER THREE: the research process
3 .1 1ntroduction
This study was an exploration o f the effect o f  a recently implemented new model of 
maternity care, caseload midwifery, as an option o f care at a maternity facility in 
metropolitan Melbourne. The study aimed to explore the views and experiences of 
the women choosing this option o f care, the midwives who provided the caseload 
care and the midwives not involved in providing caseload care. The research 
question was: what are the views and experiences o f women and midwives, 
associated with a recently implemented caseload midwifery model in a Melbourne 
metropolitan maternity facility?
A non-experimental embedded case study design (Yin, 1994) was used to answer the 
research question. Although there is limited data on the effects o f midwife managed 
models o f  maternity care on midwives, particularly from randomised trials (Brodie,
1996), and a recent systematic review o f RCTs on continuity o f midwife care versus 
standard care suggested more trials were needed (Waldenstrom & Turnbull, 1998), 
the scope o f the current study was not considered large enough to conduct a 
randomised controlled trial with sufficient power to test for statistical differences.
In the current case study there were three sub-units o f analysis. Sub-unit one: four 
women receiving caseload midwifery care. Sub-unit two: four midwives involved in 
providing caseload care. Sub-unit three: midwives not directly involved in caseload
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care. Data collection involved semi-structured interviews (.sub-units one and two), 
which were audiotaped, and a structured questionnaire for the midwives in sub-unit 
three. A description o f the research design, including the research method, sample 
and recruitment o f the subjects, description o f the setting, data collection tools and 
techniques and data analysis, together with the ethical considerations will be 
described in this chapter.
Prior to the commencement o f data collection ethics approval was obtained from 
RMIT University and Box Hill Hospital Human Research and Ethics Committees 
(see Appendix IV).
3.2 Research method
A case study is an in-depth investigation o f  an individual, family, group, or 
organisation o f  a larger social unit [which] investigates a contemporary 
phenomenon within its real life context ( Woods & Mitchell, 1988, p i 56).
A non-experimental embedded case study design (Yin, 1994) was chosen to explore 
the effect o f a recently implemented caseload midwifery model in a Melbourne 
metropolitan maternity facility. The case study methodology seemed appropriate 
because o f  its ability to investigate a phenomenon within its real life context, using 
multiple data sources to explore the effects o f implementing a particular program 
(Yin, 1994).
The focus o f a case study is a single unit o f analysis and its purposes may include 
describing and exploring relationships between phenomena (DePoy & Gitlin, 1994). 
The case study can attempt to “analyse and understand the variables that are
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important to ... the subject” (Polit & Hungler, 1989). Case studies have a 
contemporary focus, emphasise contemporary experience, are conducted in a setting 
not controlled by the investigator and use multiple data gathering methods (Woods & 
Mitchell, 1988). While case studies are usually non-experimental in design and do 
not test hypotheses, information may be gained to generate hypotheses for further 
studies (Nieswiadomy, 1987). They can elicit in-depth information on “why [a 
subject] thinks, behaves or develops in a particular manner” (Polit & Hungler, 1989, 
p i 55). “With their focus on individuals and their generally holistic approach, case 
studies help bridge the gap between research and practice in nursing” (Polit & 
Hungler, 1989, p i 56).
3.2.1 The Unit of Study
A ‘case’ may be an individual, an organisation, a community, or specific groups that 
are examined as a whole (DePoy & Gitlin, 1994). Clarifying the central focus o f the 
study by carefully describing the unit o f analysis is an important element o f the 
design (Woods & Mitchell, 1988). Holistic studies look at the unit o f analysis as a 
whole, whereas embedded studies look at the parts that make up the whole and relate 
them to the function o f the whole. Single case studies look at one unit only for 
analysis, while multiple case studies look at a number o f single units (DePoy &
Gitlin, 1994).
This study uses a single embedded case study design (Yin, 1994), that is, a single 
unit o f analysis with specific sub-units examined separately. The unit o f study was 
the caseload midwifery model at a Melbourne metropolitan maternity facility, with 
three sub-units o f analysis to achieve data triangulation (Yin, 1994).
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These sub-units were:
• sub-unit one: four women receiving caseload midwifery care;
• sub-unit two: four midwives involved in providing caseload care;
• sub-unit three: all midwives on the unit not directly involved in caseload care.
Data collection, which will be discussed in detail later in this chapter, involved 
different data collection tools and techniques for each sub-unit. Audiotaped semi­
structured interviews were used for sub-units one and two, and a structured 
questionnaire for those in sub-unit three. Semi-structured interviews seemed an 
appropriate method o f data collection for sub-units one and two in order to obtain an 
in-depth perspective o f the model o f care from the viewpoint o f the two key 
participants. A survey questionnaire design was chosen for the midwives not directly 
involved in providing caseload care, with both closed and open-ended questions.
Following data collection, data from each sub-unit was analysed and discussed 
separately, then the results were then reviewed as a whole, looking for patterns and 
common themes and outcomes (Yin, 1994).
3.3 Sampling method and numbers
The study was conducted in a maternity unit in metropolitan Melbourne (Birralee), 
which has approximately 2,500 births per year. The majority o f women booking in to 
the unit access public maternity care, and the women come from a broad range o f 
cultural backgrounds. It is a teaching hospital, catering for medical, nursing and 
midwifery students, as well as providing medical obstetric training.
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The sampling technique used for this study was purposive, that is, aiming to obtain 
data from three key groups o f people who were potentially affected by the 
introduction o f the caseload midwifery model. It was important to include the views 
and experiences o f  subjects from each o f the three sub-units, yet necessary to limit 
numbers to some extent in view o f the study size.
3.3.1 Sub-unit one (the women)
Two primiparae and two multiparae who were participating in caseload midwifeiy 
care were recruited from the pool o f women who had chosen caseload midwifery 
care. It seemed important to have the views o f both groups o f women, as those who 
had a previous baby may have a different perspective from first time mothers. That 
is, they would have previously experience and views on maternity care, which they 
may compare to the caseload model. At the time o f recruitment to the study, twelve 
to sixteen women per month were enrolled for caseload midwifery care, with more 
women wanting the model than the availability o f  midwives allowed.
Exclusion criteria were multiparae who had previously had caseload midwifery care, 
and women who were unable to understand spoken English. Women were also 
excluded if  they experienced a fetal or neonatal death, had a ‘very sick' baby (for 
example requiring admission to the neonatal intensive care), or if  they had 
experienced a major medical problem (for example severe pre-eclampsia).
Participation in the study was voluntary, and informed written consent was obtained 
from the women (see Appendix V). Prior to entering the study each woman who was
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approached was given a written plain language statement explaining the project (see 
Appendix VI). A starting date was chosen for recruitment, and the next four women 
who gave birth within the caseload system were approached and invited to join the 
study. If any woman did not wish to be included, the next eligible woman was 
approached.
Recruitment o f women to the study took place in September 1999, and four women 
who gave birth sequentially in the caseload scheme who were asked to participate.
All agreed to do so. One woman was recruited to the study during her hospital stay, 
following the birth o f her baby, and a further three were recruited by telephone soon 
after discharge from hospital to home, as the researcher was unavailable to undertake 
recruitment when they were in hospital. These women were telephoned as soon as 
possible following the birth and subsequent discharge home.
The women were given the option o f interviews in their homes, or another place o f 
their choice, to minimise any “inhibitors o f communication” (Armstrong, White & 
Saracci, 1992, p i 78). Written and verbal consent was gained in hospital prior to 
discharge home for the woman who was recruited in hospital, whereas in the other 
three cases verbal consent was gained by telephone, then in writing when the 
researcher arrived at the woman’s home prior to interview.
Issues regarding data collection and recall o f issues around birth are discussed further 
in ‘data collection procedure’.
54
3.3.2 Sub-unit two (caseload midwives)
A purposive sample o f four caseload midwives was recruited. At the time o f 
recruitment to the study, five midwives within the maternity unit had worked within 
the caseload model taking on a ‘full’ caseload. Occasionally these midwives worked 
a regular shift on the unit if  their work hours were too few in the caseload scheme, 
but the majority o f their work time was committed to providing caseload care. Other 
midwives on the maternity unit had filled in for annual leave, and/or taken on an 
occasional caseload client, which was an option within the unit, as an addition for 
midwives working as part o f  the core staff. For the purpose o f this study the priority 
was to recruit the midwives who had the most experience o f working in the caseload 
model. The inclusion criteria therefore was that the midwife had been involved in 
working with a ‘full’ caseload.
The eligible midwives were invited to participate in the study sequentially until four 
midwives agreed. Verbal consent was obtained at the time o f agreement to 
participate in the study and a written plain language statement explaining the project 
was given to each midwife (see Appendix VI). Written consent was obtained from 
the midwives prior to commencing their interview (see Appendix V).
The interviews o f both the midwives in sub-unit two and the women took place in 
December 1999.
3.3.3 Sub-unit three (midwives not directly involved in caseload)
All midwives in the maternity unit who were not involved in providing caseload care
were considered eligible to participate, and were invited to complete a questionnaire.
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Exclusion criteria was defined as either current participation in providing caseload 
care, or having previously cared for more than three women in this way. Eighty-eight 
midwives were employed in the unit at the time o f recruitment and data collection. 
Sixty-eight midwives were identified as eligible for inclusion in sub-unit three. 
Fourteen midwives were considered ineligible as they were currently or had 
previously participated in providing a small amount o f caseload care, and the five 
midwives who were providing ‘full’ caseload care were excluded. One midwife was 
on maternity leave, and also excluded, as she may have had limited exposure to the 
caseload model. Written consent was considered necessary for all participants in this 
case study by both the University and Hospital Ethics Committees, and was therefore 
obtained, as described further in the section 3.5 (see Appendix V).
3.4 Data collection tools: design and piloting
3.4.1 Validity and Reliability
Issues o f validity and reliability will be discussed in the following sub-sections in 
regard to each tool used, with more generic issues and definitions discussed here.
Validity is the “degree that an instrument measures what it is supposed to be 
measuring” (Polit & Hungler, 1989, 246). There are several types o f validity:
• Content validity refers to if  the questionnaire or instrument being used actually 
asks all the questions on that topic which an expert from a similar field would 
expect to be included. Polit and Hungler (1989) suggest that as there are no
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objective methods for ensuring adequate content coverage o f an instrument, the 
use o f experts (in the area being examined) to review the instrument is important.
• Construct validity refers to the question o f whether the tool being used measures 
the construct being studied, and becomes more difficult to establish as the 
concept(s) become more abstract (Polit & Hungler, 1989; Yin, 1994). In case 
studies, there are three ways to increase construct validity: to use “multiple 
sources o f evidence [to encourage] convergent lines o f enquiry”, to “establish a 
chain o f evidence”, and to “to have the draft case report reviewed by key 
informants” (Yin, 1994, p34).
• External validity is the ability o f a study to be generalised to other settings or 
samples (Polit & Hungler, 1989; Yin, 1994). In general the question of external 
validity is related to research and sampling design, for example if  the sample 
characteristics are representative o f the population characteristics, then the 
generalisability increases (Polit & Hungler, 1989). In regard to case studies, Yin 
(1994) argues that while survey research relies on statistical generalisation,
(based on a representative sample), case studies concentrate on analytical 
generalisation, and the investigator will try to generalise the results to some 
broader theory. He says that the generalisation is not automatic, and the theory 
should be tested through replications o f the findings in similar settings. He calls 
this “replication logic” (Yin, 1994, p36).
• Internal validity is the extent to which it is possible to say that there is a 
relationship between the independent and dependent variables (Polit & Hungler, 
1989), that is that event x  led to event y. Research with an experimental design 
has a high degree o f internal validity because o f procedures which make the 
groups as similar as possible, such as randomisation, exclusion and inclusion
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criteria. Yin (1994) suggests that internal validity is only relevant to experimental 
designs where a cause and effect relationship is being tested and that in case 
study research, “the concern over internal validity can be extended to the broader 
problem o f making inferences, ...and ... that case studies involve making 
inferences every time an event cannot be directly observed” (Yin, 1994, p35). 
Case studies utilise several methods to describe events, such as rival 
explanations, interview and documentary evidence, convergent evidence, pattern 
matching, explanation building and time-series analysis.
Reliability is the “degree o f consistency with which [an instrument] measures the 
attribute it is supposed to be measuring” (Polit & Hungler, 1989, p242). A reliable 
tool should be both consistent and accurate in its measurement o f  the attribute being 
studied. The three main aspects o f reliability are:
• Stability, the extent to which the same scores are obtained if  testing the same 
subjects twice (Polit & Hungler, 1989).
• Internal consistency: this is about ensuring that all parts o f an instrument are 
consistently measuring the critical attribute which the tool sets out to measure 
(Polit & Hungler, 1989).
• Equivalence: this refers to the reliability o f two different raters assessing a 
subject similarly, also known as inter-rater reliabilty (Polit & Hungler, 1989).
With regard to case studies, reliability assumes that if  another investigator were 
doing the same case study again, and followed the same procedures, the other 
investigator would arrive at the same findings and conclusions (Yin, 1994). Yin
(1994) suggests that the way to deal with the reliability issue in case studies is “to
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make as many steps as operational as possible and to conduct research as if  someone 
were always looking over your shoulder” (p37).
3.4.2 Sub-unit one (the women)
Prior to the interview, all women completed a background questionnaire (see 
Appendix VII). This tool included 10 questions on the women’s demographics and 
social background (age, marital status, education, country o f birth, income, parity 
and cigarette smoking). It was piloted to ensure content validity and readability, first 
by five midwives (not involved in the study), and then by five postnatal women (not 
in the potential sample pool). The midwives were asked to comment on the content 
as well as the structure and language and the women were asked to answer the 
questionnaire then comment on any issues. Minor changes were made following 
feedback from the midwives, then final adjustments made following comments from 
the women. In question six, which addressed level o f education, options were added 
in regarding ‘currently completing’ a degree, diploma or apprenticeship.
The interview schedule to collect data from the women was developed by the 
researcher based on the key concepts being studied (see Appendix VII). Questions 
focused on the woman’s experience o f her care during pregnancy, as well as the care 
she received by hospital staff after the baby was bom, both in hospital and at home 
afterwards. The interview schedule was reviewed by five midwife experts for 
readability, as well as to maximise content and construct validity. Reviewers were 
asked if  the interview questions reflected the questions on that topic which they (an 
expert from a similar field) would expect to be included, and if they were 
representative o f the topic and concepts being examined (Polit & Bungler, 1989).
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Two pilot interviews were conducted (one audiotaped) with women from similar 
populations to the study sample who were not eligible for inclusion in the study. The 
women were asked to comment on the clarity and content o f questions, including any 
questions that they considered irrelevant. They did this during and following the 
interviews. After both stages o f piloting some questions were rephrased and some 
were removed.
3.4.3 Sub-unit two (caseload midwives)
Each midwife completed a background questionnaire (see Appendix VIII). It 
included questions on age, midwifery education, experience and qualifications.
These questions were designed to gain basic background information on the 
participating midwives, but included no questions on social demographics, such as if  
the midwife had a partner or children. In retrospect it may have been beneficial to 
include questions on social aspects o f the midwives’ lives, as caseload midwifery 
does impact on these areas. The questionnaire was reviewed by five midwife experts 
not involved in the study, and then by five midwives from the sample population 
who were not eligible for inclusion in the study. Only minor changes were made on 
the tool based on feedback received.
The midwives’ interview schedule (see Appendix VIII) was developed to specifically 
examine key concepts that had been identified during the literature review and 
subsequent development o f the conceptual framework. This included the midwives 
views o f the caseload model, professional issues, the effect o f working as a caseload 
midwife on their personal life, their views on the relationship with the woman, their 
views on the interaction with other staff in the maternity unit and if  they planned to
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keep working in the model. The interview schedule was reviewed by five midwife 
experts, as discussed regarding the women’s interview schedule above. Two pilot 
interviews were conducted (one audiotaped) with midwives from the sample 
population who were not eligible for inclusion in the study. The midwives were 
encouraged to comment on any questions that were difficult to understand or 
considered irrelevant, or if  any other questions should be added. They did this during 
and following the interviews. The midwife listened to her taped interview for 
accuracy o f her answers and further comment. After both stages o f piloting some 
questions in the interview schedule were rephrased slightly.
3.4.4 Sub-unit three (midwives not directly involved in caseload)
A questionnaire designed to collect quantitative and qualitative data in three areas 
was developed for the midwives in sub-unit three (see Appendix IX). Question 
structures included fixed response questions with pre-coded alternatives, Likert-type 
scale questions, questions where more than one response option and open-ended 
questions to gather qualitative information. Background information such as age, 
qualifications, and views on professional issues was collected in the first section. The 
next section aimed to identify knowledge of, and views about the caseload midwifery 
model. The final section allowed further comment in open-ended questions, and the 
midwives were asked if  they would like to work in this model. Piloting involved five 
midwife experts (not involved in the study) reviewing the questionnaire for relevant 
concepts, appropriateness o f the design, meaningfulness o f questions, 
appropriateness o f language and for any other comments. Minor adjustments were 
made based on the feedback received, then the questionnaire was sent to 20 
midwives working in a nearby midwifery unit, where the caseload model was also
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operating, for completion and comment. Fifteen questionnaires were returned, and 
only minor adjustments were made based on the comments received.
It was initially considered that the scale items should undergo Cronbach’s alpha 
coefficient testing (Polit & Bungler, 1989) to determine internal consistency o f the 
items, as part o f establishing the reliability o f the tool. Statistical consultancy on this 
matter suggested that the range o f issues explored in the questionnaire did not lend 
themselves to such a reliability measure, as almost each question explored a different 
issue. Brown and Lumley (1997), in discussing questionnaire design for the 1993 
Survey o f Recent Mothers talked about why they chose not to assess their survey for 
reliability. They mentioned the importance o f “uncovering variability” (p271) among 
responders; that this may not always fit into a predefined and ‘reliable’ scale.
3.5 Data collection procedure
Data collection took place between November 1999 and January 2000.
3.5.1 Sub-unit one (the women)
The decision regarding the timing o f the interview with the women who had received 
caseload care was based on a combination of the literature findings on the subject, in 
conjunction with the pragmatic approach necessary for completion o f the research. If 
women are asked about birth or care around birth too soon after the event, they are 
potentially still in a period where a ‘halo effect’ colours their attitudes to care 
(Brown & Lumley, 1997). Some references even suggest that this ‘halo effect’ 
around birth may last up to six months (Bennett, 1985) or that data collected in the 6
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months after birth may not elicit any negative feelings about birth (Hundley et al,
1997). These views are in contrast to the issues around retrospective data collection, 
such as recall bias. That is, the further from an event, the less the accuracy o f recall 
o f that event (Armstrong et al, 1992). Bennett (1985), however, found that women’s 
recall o f birth events was as accurate two years later as it was three weeks after the 
birth. Armstrong et al (1992) suggest that retrospective recall is greater for events 
with a high impact on the subject’s life, which is likely to be the case regarding 
pregnancy and childbirth. These authors also propose that a personal interview is the 
optimal method of data collection to obtain retrospective personal information 
(Armstrong et al, 1992). It could be argued that exploration of outcomes such as 
breastfeeding and maternal physical and emotional wellbeing necessarily require an 
adequate time period if  there is to be any exploration o f these as ongoing issues, 
compared to immediate issues only (Brown & Lumley, 1997).
It was decided to interview the women approximately two months after the birth, 
which allowed some time between the birth and the data collection, while being 
feasible within the time constraints o f the researcher as a student.
Data were collected in two ways. Each woman filled out a brief questionnaire related 
to demographic details, and then participated in a semi-structured interview at a place 
o f her choosing. The focus o f the questions was the woman’s experience of, and 
satisfaction with, care during the childbirth year, with open ended questions allowing 
further comment. All interviews were audiotape recorded. To enhance data validity, 
any issues or comments that were unclear to the interviewer were clarified during the 
interview. Notes were made by the researcher o f any thoughts about, or perceptions
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o f the interview after leaving the woman’s home, to enhance data analysis and 
meaning (Yin, 1994). The tapes were transcribed verbatim prior to analysis. Ideally 
the women would be asked to read through their transcribed interviews to establish 
that the answers they gave were what they intended, thereby enhancing reliability 
(Yin, 1994), however this was not included in the original consent and explanation, 
and time constraints and project scope also precluded this.
3.5.2 Sub-unit two (caseload midwives)
Data were collected in two ways. Each midwife completed a questionnaire on 
background details about herself. A semi-structured interview was then undertaken at 
a place and time convenient to the midwife. The focus o f questions was the 
midwives’ experiences of, and views on, caseload care. All interviews were 
audiotaped, and notes were made o f the researcher’s perceptions o f the interview (as 
above). The tapes were transcribed verbatim prior to analysis. Following the 
transcription, to enhance reliability, the midwives were asked if  they would read 
through their transcribed interviews to establish that the answers they gave were 
what they intended (Yin, 1994).
3.5.3 Sub-unit three (midwives not directly involved in caseload)
Data collection was via a structured questionnaire, with mainly closed-ended 
questions with pre-coded alternatives and Likert-type scale questions. The focus of 
questions was the midwives’ experiences of, and views on, caseload midwifery, as 
well as some demographic questions. The questionnaire was sent via the internal 
workplace mail system to all midwives who were identified as eligible. It was sent
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with a plain language statement (see Appendix VI) and a consent form (see 
Appendix V). It was requested that the questionnaire be returned to the researcher in 
the stamped addressed envelope provided. The consent was to be sent back 
separately via the internal mail system to allow confidentiality. To enhance the 
response rate, two reminder letters were sent to the midwives if  they had not 
responded. The first reminder was a letter requesting that if  they were willing, the 
researcher would appreciate their participation in the study. The second reminder 
included a copy o f the questionnaire, consent form and stamped addressed envelope. 
It was assumed that those who had returned consent forms had also returned 
questionnaires. If  it was unclear if  a person had responded, they were included in the 
reminder mail out, with an apology to cover if  they had already returned the 
questionnaire. A disadvantage o f using a ‘postal questionnaire’ design for this group 
was that it potentially affected response rates, in that the surveys could be lost (they 
were ‘posted’ to the midwives in the workplace), or an individual may have been on 
leave during the study period. There may also be different response rates for different 
groups, resulting in some groups being underrepresented (Brown & Lumley, 1997). 
The response rates will be discussed in the chapter which presents the results o f the 
study.
The questionnaires were not numbered or coded prior to being sent to each 
individual, to maximise anonymity. Upon return they were numbered, to enable them 
to be identified and tracked when entered on the database and during subsequent 
analysis. Five respondents removed the cover page o f the questionnaire prior to 
filling in and returning it, which may have indicated that they still felt some 
uneasiness regarding how anonymous their answers would be.
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3.6 Data analysis
In embedded case study design, sub-units are analysed separately as individual 
“cases”, then units, then “pattern matching” is used to view the case study as a whole 
(Yin, 1994, p i 19-120). DePoy and Gitlin (1994) suggest that “descriptive statistics, 
visual presentation o f changes in quantitative measures, and inductive analyses o f 
narrative information are useful analytic tools” (p i57). According to Neiswiadomy 
(1993), content analysis is used to evaluate data from case studies as the researcher 
searches for patterns and themes.
3.6.1 Sub-unit one (the women) and sub-unit two (caseload midwives)
The information obtained in the background questionnaires was utilised in the 
discussion o f the transcribed and coded interviews.
The interviews were transcribed verbatim, then analysed using a content analysis 
approach. Each interview was read through to gain an overall perspective, then read 
again to begin to identify themes within each question and each area o f questioning. 
Common themes were described. To enhance reliability, an independent reviewer 
was asked to read the transcribed interviews and identify themes, which were then 
compared with the researchers themes and differences identified and discussed (Polit 
& Bungler, 1989). In analysing similar interviews, McCourt (1996) took note o f 
“whether a view was very strongly expressed and the importance given to it by the 
women, rather than just looking at the number o f comments on each issue”
(McCourt, 1996, p9).
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Following the transcription and analysis, the midwives from sub-unit two were asked 
if they would read through their transcribed interviews to establish that the responses 
they gave were what they intended (Yin, 1994). They were also asked to review the 
draft case report and comment on it. According to Yin (1994), this is an important 
validating procedure in case studies, and often leads to further evidence that was 
forgotten at the time o f the original data collection. He suggests that these later 
comments can be noted and included in the report where relevant, and increase the 
accuracy and validity o f the case study. As noted previously, the women in sub-unit 
one were not asked to participate in this process, as it was not included in the original 
consent and explanation, and time constraints and project scope were an issue.
3.6.2 Sub-unit three (midwives not directly involved in caseload)
Data were entered onto an Access database (Microsoft Corporation, 1997), then 
analysed using means and frequencies. Open-ended short answer questions were 
analysed by identification o f key points and themes, with an independent reviewer 
reading the comments to identity themes, which were then compared with the 
researcher’s themes and differences identified and discussed (Polit & Hungler,
1989). Statistical Package for the Social Sciences (SPSS Incorporated, 1999) was 
used for analyses o f quantitative data.
67
3.7 Limitations of the research process
A limitation o f case studies is their lack o f generalisability (Nieswiadomy, 1987), 
however this study was not designed to generalise, but to explore the caseload 
midwifery model in a real life context.
Another limitation is that the researcher was working in the maternity unit where the 
case study took place prior to and during the first part o f data collection. W hile no 
dependent relationships existed, it still may have been an influence on the midwives 
or the women’s responses.
Ideally participants from each sub-unit would review the draft case study report and 
comment on it. Due to size and time constraints, this was not within the scope o f the 
present study, and neither the women in sub-unit one or the midwives in sub-unit 
three participated  in this process.
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CHAPTER FOUR: research findings and discussion
4.1 Introduction
The findings o f the study will be presented in this chapter. The organisation o f the 
chapter will correspond to the three sub-units o f the study: sub-unit one which 
focused on the women, sub-unit two which focused on the midwives who provide 
caseload midwifery care and sub-unit three which focused on the midwives who did 
not provide caseload care. The findings o f each section will be followed by a 
discussion o f the results. A further discussion, which draws the case study together as 
a whole, will be presented in the following and final chapter.
As discussed in section 1.2, it is important to note that at the time of data collection 
for the current study, the maternity unit in which the data was collected had been 
through a period o f major change. Two completely separate maternity units had 
amalgamated 18 months previously, with many of the midwives expressing their 
unhappiness about the amalgamation in the first instance, and at the time o f this 
study many issues regarding the amalgamation and the new unit structure remained 
unresolved. The midwifery manager o f the unit had also changed three months 
earlier.
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4.2 Sub-unit one (the women)
The findings presented in this section come from semi-structured interviews 
conducted with three women who had caseload midwifery care during their 
pregnancy. Each interview was transcribed verbatim then analysed. The fourth taped 
interview was lost to the study as the tape was damaged during the transcription 
process. As this mishap did not take place until several months after the interviews, 
and to avoid sample bias, it was decided not to recruit a further woman to the study 
to replace this interview. Each question area was examined for themes, then clustered 
into metaphors (a summary o f the data relating to the metaphors is presented in 
Appendix X). A colleague also undertook this process, and any discrepancies were 
discussed and clarified, in order to validate the themes and metaphors. Metaphors are 
presented and discussed for each question area. Demographic information was 
collected for each woman and will be presented first. (Interview schedule and 
demographic data collection tool included as Appendix VII).
4.2.1 Demographic Details
This section presents the demographic data relating to the three women interviewed.
4.2.1.1 Results
The ages o f the three women (who will be referred to as W l, W2 and W3) were 32,
33 and 26 respectively. W2 and W3 were primiparae, and W l a multipara having her 
second baby. With her first baby W l had chosen shared care with her General 
Practitioner for her care during pregnancy. Two o f the women were married and one 
lived with her partner (W3). All the women were bom in Australia, and had English
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as their first language. Educationally, all three had completed year 12, with two 
subsequently completing a Diploma (W1 & 2) and one an apprenticeship (W3). All 
women booked for public maternity care.
4.2.2 The Women’s Interviews
The results and discussion o f results o f the interviews with the three women are 
presented in this section.
4.2.2.1 Results
The interviews covered a range o f areas relating to the women’s views and 
experiences o f receiving caseload midwifery care. Table 1 (next page) provides a 
summary o f the metaphors as they relate to each question area.
When the women were asked why they had chosen caseload midwifery for their care 
this pregnancy, the answers revealed that caseload had been recommended  by either 
friends or the hospital, that the model appeared more suited to their needs, for 
example a bigger range o f appointment times. One respondent had been unhappy 
with the model o f care she initially chose. In terms o f if  the care was as they 
expected it to be, this differed between the women. One woman felt it was as she 
expected, one had no expectations, and one said “it w asn’t anything like I 
expected.. .[the visits] were longer... [and] it was more like she [the midwife] knew 
who you were ” (W2).
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Table 1: Summary of metaphors emerging from interviews with women in sub­
unit o n e (n=3)
Topic area/ question Metaphors
Why did you choose caseload midwifery 
car e?
• recommended
• convenient
• unhappy with other care
PREGNANCY
Important aspects o f care during 
pregnancy
• continuity
• accessibility
• waiting times
Was the care like you expected it to be? • no expectations
• better than expected
• as expected
Did caseload meet your needs during 
pregnancy?
• met needs
Comment on the information received 
during pregnancy
• well informed
• felt free to ask
LABOUR and BIRTH
Important aspects o f care during labour 
and birth
• reassurance
• having a known midwife
If your midwife was not there, or if  she 
had not been there, how would you feel?
• probably OK
• more relaxed and comfortable with 
her there
• midwives can’t always be there
POSTNATAL
Important aspects o f care during postnatal 
stay
• help available if/ when needed
Views about caseload care during 
postnatal stay?
• good follow up seeing known 
midwife
• had no effect
DOMICILIARY CARE and BEYOND
Importance o f known midwife for home 
visit?
• more comfortable
• more likely to pick up problems
Effect o f  caseload care on preparedness 
for motherhood
• caseload care did not cover parenting 
issues
Three metaphors emerged describing what the women saw as important aspects of 
care during the pregnancy. These were continuity, accessibility and waiting times. 
The following quotes illustrate these: “having the continuity o f  having one person to 
go and see and contact i f  I  had any problems or questions was definitely one o f  the
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most important things” (W l), and "you do n ’t have to wait an hour or whatever” 
(W2).
The three women felt caseload midwifery care had met their needs during 
pregnancy, had felt well informed and " i f  there were any questions always fe l t  I  
could ask them” (W l).
Having a known midwife and being reassured were the metaphors that emerged as 
important aspects o f care during the labour and birth. The women felt they needed 
'‘'’reassurance that everything was going w e ir  (W l), with a strong feeling coming 
through that it was good to have a known midwife there as "it made me fee l 
comfortable ” (W3). Likewise, when asked how they would feel if  one o f their known 
midwives had not been present, there was an acknowledgment that "they ca n ’t be 
there all the time, i t ’s way too much on the [midwives]” (W l), yet all women 
expressed a sense o f increased comfort having a known carer. For example, "made 
me more relaxed... because I  trusted her so much’'' (W2).
When discussing their postnatal care the main metaphor to present regarding 
important aspects o f care was that help be available i f  and when needed. This was 
clearly the most important aspect o f the women’s postnatal care. When asked about 
the input o f the caseload midwives into their care, it appeared that the women were 
comfortable with the visits received from the midwives, and perceived this as being 
satisfactory.
These views were in contrast with how the women felt regarding home visits by the 
midwives. All felt it was important to have a known midwife who helped them "feel
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much more comfortable''' (W3), and who could “know what sort o f  person you are to 
p ick up any small signs there's a problem" (W l).
When asked how caseload care helped prepare them for motherhood or parenting, it 
was interesting to note that all women felt this was not talked about as part o f  their 
care. W l felt this was reasonable, as it was her second time, W2 felt that it w asn’t 
really the caseload midwives’ area, and W3 expressed the view that the caseload 
midwife should have talked about this area “maybe a little bit".
All three women would choose caseload midwifery care for their next pregnancy.
4.2.2.2 Discussion
In terms o f why they chose caseload midwifery care, and what was important to them 
during their antenatal care, the women in this study identified many factors which are 
reported in the literature as increasing satisfaction with antenatal care. These factors 
included convenience and accessibility o f the care (Homer, Davis & Brodie, 2000a; 
Zadorozny], 1996), decreased waiting times (Homer et al, 2000a; Laslett et al, 1997; 
Zadorozny], 1996), having continuity (Laslett et al, 1997; Zadorozny], 1996) and 
feeling happy with the information they received (Waldenstrom et al, 1999).
There was evidence throughout each interview that having a known carer was 
important to the women, which supports the literature on this topic (Brown & 
Lumley, 1998b). The women in this study perceived this to be less important during 
their postnatal stay. However, it may be that they perceived it as less important 
because that is the care they did receive, that is, the phenomenon o f “what was must
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be best” (Lumley, 1985). Regarding labour and birth, all o f the women expressed 
views that although it was preferable to have a known carer for reasons such as being 
more relaxed and more comfortable, they understood that it may not always be 
possible.
4.3 Sub-unit two (caseload midwives)
The findings presented in this section come from semi-structured interviews 
conducted with four midwives regarding their work providing caseload midwifery 
care to women. The qualitative data from each question area was examined for 
themes, then clustered into metaphors (a summary o f the data relating to the 
metaphors is presented in Appendix XI). A colleague also undertook this process, 
and any discrepancies were discussed and clarified, in order to validate the themes 
and metaphors. Metaphors are presented and discussed for each question area. 
Demographic information was collected for each midwife and will be presented first. 
(The interview schedule and demographic data collection tool are included as 
Appendix VIII). The midwives are referred to as MW1, MW2, MW3 and MW4
4.3.1 Demographic Details
The demographic information pertaining to the four caseload midwives who were 
interviewed is presented in this section.
4.3.1.1 Results
O f the four midwives interviewed, MW1 and MW3 were between 20 and 30 years o f 
age, MW2 between 30 and 40 and MW4 over 40. MW1 and MW3 had been
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midwives for less than five years, MW2 between six and ten years, and MW4 for 
over ten years. Only MW4 worked full time. MW2 and MW4 had undertaken 
midwifery education in a hospital program and MW1 and MW3 in a university 
program. MW1 had a Diploma, MW3 and MW4 had a Degree and MW1 and MW3 
had a Graduate Diploma. Discussion of these details will be included in the 
discussion o f  the demographic background o f the midwives in sub-unit three (section 
4.3.2.2)
4.3.2 The Caseload Midwife Interviews
The results o f the interviews with the four midwives are presented here, along with a 
discussion o f these results.
4.3.2.1 Results
The interviews covered a range of areas relating to the midwives’ views and 
experiences o f being a caseload midwife (see Appendix VIII). Table 2 (next page) 
provides a summary o f the metaphors as they relate to each question area.
Four metaphors evolved on the contemporary role o f the midwife: care throughout 
pregnancy and birth, there for the woman, professional communication and 
interaction and safe care. The midwives saw the contemporary midwife as a 
someone who cares for women not just in isolated parts o f the pregnancy, but who 
''provide[s] care right through the childbearing p h a se” (MW3), and is "involved in 
all aspects o f  childbirth ” (MW1). Being there for the woman was highlighted in the 
midwives’ descriptions on the role o f the midwife: "to be an advocate...[and] a
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support person... I  think the m idwife’s most important role is to act fo r  the woman” 
(MW1), and "to listen to what they [the women] want and tell them their rights... 
and ju s t help them through with whatever they need” (MW4).
Table 2: Summary of metaphors emerging from midwife interviews (n=4)
Topic area/question Metaphors
Contemporary role of midwife • care throughout pregnancy and birth
• there for the woman
• professional communication and 
interaction
• safe care
Overall opinion of caseload model • good for women
• good for midwives
• effective management necessary
Current feelings about being a caseload 
midwife
• positive
• worried about sustainability
Concerns, worries or fears when starting 
caseload
• range of skills required
• ‘on call’
Positive aspects of role as a caseload midwife • continuity of care
• knowing the woman
• woman-centred care
Negative aspects of role as a caseload 
midwife
• lack of support
• ‘on call’
• attitudes of others
Effect of being a caseload midwife on job 
satisfaction
• increased job satisfaction
Personal gains • increased skills
• increased job satisfaction
• education opportunity
• understand power of the women
Personal costs • feeling ‘labelled’
• negative impact on social life
• affects health negatively
• inadequate reimbursement
Level of utilisation of skills before caseload • all skills used but to different levels
Level of utilisation of skills since caseload • broader use of skills
Support received from colleagues • depends on individual
• not enough support
• increased recognition
• need a supportive home life
Perceived effects of model for women • supported
• happy
• empowered
• unsure of effect on obstetric outcomes
Should caseload include women at ‘high risk’ 
of complications
• more demanding for midwife
• midwife care should be a choice
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• may have more need for midwife care
Current functioning of model • works quite well
• system evolving to meet midwives ’ needs
• teamwork important
Impact of being a caseload midwife on future 
career
• hard to go back
• help future practice
Three metaphors emerged regarding the midwife’s overall view of the caseload 
midwifery’ model: good for women, good for midwives and effective management 
necessary. “I think it's fantastic fo r  women... and I  think from  a staffpoint o f  view 
i t ’s  really fulfilling and i t ’s very much more personal which is what midwifery should 
be like., .[and] really giving good overall care. But it takes i t ’s toll on midwives and 
needs to be very well managed" [to be sustainable] (MW2).
When asked ‘How are you currently feeling about being a caseload midwife?’, two 
metaphors emerged: midwives were feeling positive, but worried about 
sustainability. This is illustrated in a comment by M W 1: “I  fe e l very positive about 
being a midwife caring fo r  the women... but I  d on ’t fe e l positive about where the 
m odel’s heading in general". This sustainability appeared to be linked to the topic o f 
support, discussed later in this section.
The metaphors which emerged in relation to the midwives’ concerns, worries or fears 
when they commenced providing caseload care were the range o f skills required and 
‘on call’ issues: “ju s t mainly the on c a ir  (MW4), and “going out in the domiciliary 
area” (MW2). “lh a d n ’t had much experience working in the antenatal clinic so I 
was pretty unsure o f  my skills... I  found  that was a bit scary having an assertive 
client as well as not being sure o f  my skills because I  think she would have jum ped  
on top o f  me had something slipped up” (MW1).
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The midwives were asked to comment on the positive and negative aspects o f  their 
role as caseload midwives. Metaphors formulated for the positive aspects were 
continuity o f  care, knowing the woman and woman-centred care. For example:
“Really getting to know the women and knowing them w ell’’ (MW4). “Little things 
like a woman and her partner come fo r  a visit and they greet you, not as a friend, i t ’s 
not like that, but you get to build up a relationship with them” (MW3); and “ Tow see 
the impact o f  your antenatal care maybe during labour, or the impact o f  that labour 
on the persons recovery and going on to mothering’’ (MW2).
The metaphors representing the negative aspects, that is lack o f support, ‘on call’ 
and attitudes o f others are illustrated well in the following statement by M W 1:
Negative aspects would be nothing to do with the woman basically. The 
difficult part o f  the jo b  is dealing with other peop le’s perceptions o f  what 
you should be doing... as opposed to what the woman actually wants you  
to do fo r  her or with her. Trying to deal with management at the hospital 
level is by fa r  the most negative aspect o f  my job. And the constant 
education o f  other staff... Being ‘on call ’ too is a negative aspect but I  
think the other things are worse.
Overall, the midwives expressed an increase in job satisfaction as a result o f their 
new role, and said they had gained a number o f things personally from the role. The 
metaphors which emerged were increased skills, increased job satisfaction, that it 
had been an education opportunity and had helped to understand the power o f  the 
woman.
Metaphors related to personal costs o f the role were: feeling labelled\ negative 
impact on social life, affects health negatively and inadequate reimbursement “I
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think my health has suffered... I think my level o f tiredness has definitely increased 
dramatically... but I don’t know that it’s necessarily from being ‘on call’ or whether 
it’s just the stress o f working in a new model o f care” (MW1). “Probably [lack of] 
remuneration... for the hours we work” (MW2); and “I find it hard going home 
every night wondering whether the phone’s going to ring” (MW4).
Utilisation o f midwifery skills was explored, with all skills being used but to 
different levels being the metaphor describing the midwives’ skill utilisation prior to 
commencing caseload. Since working as caseload midwives, the metaphor describing 
skill utilisation was broader use o f skills.
The midwives were asked to comment on the support received from colleagues. Four 
metaphors emerged: depends on individual, not enough support and increased 
recognition. Need a supportive home life also emerged. Statements which illustrate 
these metaphors are: “At present, not much. A lot o f  other midwives are fa irly  
supportive but there's quite a few  that aren % and administration wise we f e e l ... not 
supported at a i r  (MW4). “There’s still quite a bit o f  negativity from  some o f  the 
doctors which is really quite disappointing but most o f  the midwives are pretty 
supportive ” (MW3). “Some people have very closed minds and aren't particularly 
supportive, but then there are people who are very supportive ” (MW2). “7 think 
people know who I am where perhaps would have thought I was [just] another 
midwife before” (MW 1).
Four metaphors represent the midwives’ perceptions o f how caseload care affects 
women’s outcomes and feelings. The midwives felt more able to comment on the
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women’s views and experiences o f the care, that is: supported, happy, empowered, 
than they could on outcomes, that is the midwives were unsure o f  effect on obstetric 
outcomes. For example: “Outcomes-1 don 7 really know, because we seem to have 
our fa ir  share offorceps, and I  don 7 know i f  we've actually compared that, but I  
know their feelings. They fe e l really special and happy with the care even i f  they 
have a caesar (sic) or some unexpected outcome ” (MW4). “/  think it can have some 
pretty positive effects on w om en’s outcomes really. For them ju s t being supported 
and us being advocates and helping them talking about their decisions too really 
helps them become comfortable with the way they’re go ing” (MW3).
For the question ‘How do you feel the model is functioning at present?’, three 
metaphors were constructed: works quite well, system is evolving to meet m idwives’ 
needs, and teamwork important. A new system was about to commence whereby the 
midwives would have one month off (from being ‘on call’) out o f every four months, 
and all midwives commented on this as a positive thing, which would help the 
functioning o f the model. All midwives felt the model was working well, and that the 
four o f them worked well as a team.
On the impact o f being a caseload midwife on their future careers, two metaphors 
emerged: hard to go back and will help fu tu re  practice. “I think if  I ever had to just 
go back to working as a normal midwife it would be very hard” (MW4). “Working in 
caseload will stand me in good stead” (MW3).
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4.3.2.2 Discussion
Overall the findings from the interviews with the caseload midwives in sub-unit two 
demonstrated several key factors: the midwives feel that the caseload midwifery 
model is good for the women, and that there are many positive outcomes for 
themselves as well. These include increased job satisfaction, broader use o f skills and 
the ability to provide woman-centred care. Some key concerns expressed by the 
midwives relate to lack o f support, the issue o f being ‘on call’ and the negative 
attitudes of some colleagues.
Three key factors which help avoid burnout for midwives are having “occupational 
autonomy”, the availability o f “social support” and the “opportunity to develop 
meaningful relationships with women” (Sandall, 1997, p i 08-110). The mid wives in 
the current study mentioned all of these factors. In particular the relationship with the 
woman was mentioned a number o f times as being extremely positive. Other factors 
reported in the literature as being positive for midwives working in new models are 
increased use of, and confidence in, skills as a midwife (Black, 1992; Docherty,
1995; Stock & Wraight, 1993), increased job satisfaction (Black, 1992; Brodie, 1996; 
Stock, 1994; Turnbull et al, 1995) and being able to provide continuity and ‘better’ 
care (Brodie, 1997; Hundley et al, 1995; Stock, 1994). All o f these findings are 
supported in this study. Interestingly, in contrast, less than 20% of 240 midwives in a 
Victorian survey said there was increased job satisfaction in the previous five years 
and less than one third felt there was an increase in midwife autonomy (Watson et al, 
1999). It may be that new midwifery models such as caseload midwifeiy will help 
address such issues.
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Conversely, factors which add to midwife burnout, decrease midwife satisfaction, or 
which threaten the sustainability o f new midwifery models are factors such as “poor 
continuity o f  care”, “lack o f autonomy” (Watson et al, 1999, p224) and perceived 
lack o f support from other staff, particularly management (Brodie, 1997; Ramsay,
1996). In the current study support was identified as an issue, and as such should 
possibly be addressed to enhance the sustainability o f the model.
The issues surrounding rostering and ‘on call’ aspects remain controversial in the 
literature, that is they are identified as issues which do impact on midwives’ lives 
(Green et al, 2000; Stock, 1994). However, these issues may be balanced by 
developing relationships with women, supportive management structures and the 
opportunity for enhanced autonomy over work hours and work practices (Hundley et 
al, 1995; Stock & Wraight, 1993). In the current study there were mixed views, 
which reflected the literature. ‘On call’ was strongly identified as a negative by all 
midwives. However, all midwives felt happy with their current role as a caseload 
midwife, and wished to continue working in this way. The benefits still outweighed 
any negatives at the time the interviews took place. There was also a plan in place to 
change the current system so that each midwife had one month in four where they 
did not do any ‘on call’. All midwives felt this to be a positive move and 
acknowledged the importance o f having a ‘fluid’, evolving model, as also discussed 
by McGinley et al ( 1995).
The four midwives who participated in the current study were given the opportunity 
to read the results presented in this section, then comment. MW3 and 4 responded. 
Neither was currently working in the model, although both non-respondents were
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still working as caseload mid wives. MW3 had moved interstate, where the model 
was unavailable, so she was working in a standard care model. She considered the 
draft report reflected accurately the caseload midwifery model. In retrospect, she 
considered that the caseload model was “much more fulfilling” and that currently her 
“skills, particularly in the antenatal and domiciliary area [were] sadly dropping 
away”. MW3 also had a sense o f missing the relationships with women, and the 
challenges and supports that caseload provided.
MW4 likewise considered the draft report to be an accurate representation. She 
ceased working as a caseload midwife due to the stress o f being ‘on call’, as well as a 
perception that management was increasingly unsupportive. She also worked full 
time and had to work regular shifts in addition to ‘on call’ hours, which she felt 
added to the ‘on call’ issue. MW4 concluded by saying “hopefully in time I will be 
able to [work in caseload] again”.
4.4 Sub-unit three (midwives not directly involved in caseload)
The findings presented in this section relate to the midwives in sub-unit three. These 
were the midwives who did not participate in providing caseload care. Data 
collection took place via a structured questionnaire (see Appendix IX).
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4.4.1 Response Rate
4.4.1.1 Results
Questionnaires were sent to each midwife as described above in section 3.5.3 in early 
November 1999. Fourteen were returned within two weeks. A reminder was sent to 
the midwives at the end o f November. Sixteen further questionnaires were returned 
by early December, at which time a second reminder (including a questionnaire) was 
sent to all known non-responders. Seven questionnaires were returned soon after this 
final reminder. O f the 68 questionnaires sent out, 37 were returned. This equated to a 
response rate o f 54.4%.
4.4.1.2 Discussion
The response rate in the current study compares favourably with two recent Victorian 
studies. In a 1995 random sample o f 1000 Victorian midwives (Watson et al, 1999), 
whilst the response rate was stated as 72%, only 54.2% of respondents completed 
questionnaires, with the remainder returning an acknowledgment letter only. Further, 
less than half o f the respondents were practising midwives. Cutts’ 1998 survey of 
midwives in Victoria, distributed via 144 maternity hospitals, had a very poor 
response rate o f 23% (n=205) (Cutts, 1998). The response rate in the current study is 
therefore arguably higher in regards to practising midwives than comparable 
Victorian studies. It is possible that the recent amalgamation o f the two maternity
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units, mentioned earlier, may have affected the willingness o f  the midwives to 
participate in what may have seemed to them ‘more work’.
It may be difficult to assess the characteristics o f non-responders (Brown & Lumley,
1997). Therefore, in this study it may possibly be difficult to generalise to the 
representativeness o f the responders even within the unit studied, that is, how the 
views o f the responders agree with those o f the non-responders. However, an 
advantage o f the case study method is that it draws together the information from 
various sources, thus enhancing reliability (Yin, 1994).
4.4.2 Demographics
This section presents the demographic details o f the non-caseload midwives (sub­
unit three), followed by a discussion of these results.
4.4.2.1 Results
A summary o f the background characteristics o f the midwives in sub-unit three are 
presented below in Table 3 (over page).
All respondents were over 30 years o f age, with 86.5% being over 40 and the 
majority aged from 41-50 years. Over 90% had worked for more than ten years as a 
midwife, and 78% of respondents worked part time, although the exact number of 
hours worked was not asked. Not surprisingly in view o f the years o f experience as a 
midwife, 97% had undertaken their midwifery education in a hospital-based 
program. Although 57% of respondents had one or more tertiary qualifications, 16
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respondents (43%) did not respond to this question, possibly indicating that they had 
not undertaken any tertiary study.
Table 3: Demographics of non-caseload midwives (n=37)
Variable Frequency
if)
Percentage
(% )
Age (years)
< 2 0 0 0
20-30 0 0
31-40 5 13.5
41-50 23 62.2
> 5 0 9 24.3
Years as a midwife
< 1 0 0
1-5 0 0
6-10 3 8.1
> 10 34 91.9
Work hours
Full time 8 21.6
Part time 29 78.4
Midwifery education
Hospital program 36 97.3
College/university 1 2.7
Tertiary qualifications (could tick more than one 
option)
Diploma 10 27
Degree 12 32.4
Graduate diploma 5 13.5
Masters 1 2.7
PhD 0 0
4.4.2.2 Discussion
The present study found that 86% of non-caseload midwives were over 40 years of 
age. This was higher than both previously mentioned Victorian studies (Cutts, 1998; 
Watson et al, 1999). Watson et al (1999) found equal numbers o f respondents under 
and over the age o f forty and Cutts (1998) found 61% o f respondents over 40 years 
o f age. It is difficult to understand why the age range in the current study is so
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skewed to over 40 years. One factor may be that the midwives under 40 years were 
more likely to have participated in providing some caseload care, and thus were 
ineligible for inclusion in the sample for sub-unit three. Another explanation may be 
that the particular maternity unit had a very low rate o f staff attrition, and that 
positions were infrequently available for younger or newer midwives. A further 
possible explanation could be that older midwives felt more “comfortable” providing 
care within a traditional or standard care model. It could be argued that for these 
midwives, caseload midwifery may pose a threat. Interestingly, three of the four 
midwives in sub-unit two (the caseload midwives) were under 40 years o f age.
In Watson et a l ’s (1999) and Cutts’ (1998) studies, responders were more likely to be 
part time. In the present study this was also the case, as seen in Table 3. This 
matched the midwifery workforce in the maternity unit at the time o f data collection, 
that is, 13 (16%) full time midwives and 67 (84%) part time. Midwives in sub-unit 
two (caseload midwives), three o f whom were part time, also fitted this pattern.
Ninety-seven percent o f midwives in this study undertook midwifery education in a 
hospital-based program, and 3% in a tertiary program. This is not unexpected given 
the ages o f the respondents and the years o f midwifery experience, and considering 
that the first tertiary midwifery course began in Victoria in 1984 (Watson et al,
1999). Watson et al (1999) and Cutts (1998) had similar rates o f tertiary educated 
midwives in their studies, that is 5 % and 7.8% respectively. O f the four midwives in 
sub-unit two (caseload midwives), equal numbers had undertaken hospital and 
tertiary based midwifery education.
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4.4.3 Professional Issues
The next section o f the questionnaire asked questions about professional issues. The 
results and discussion o f these are presented below.
4.4.3.1 Results
Six questions related to the midwives feelings about various professional issues, and 
utilised a five point Likert-type scale, where 1 was ‘disagree strongly’ and 5 was 
‘agree strongly’. Midwives were asked to circle the most appropriate answer for 
them. The results are presented in Table 4. The Kolmogorov-Smimov test was used 
to test for normality (SPSS Incorporated, 1999). The results are presented as means, 
(and standard deviations) where the distributions are normal and medians (with 
range) where they are not. (See Appendix XII for total responses to each point on the 
Likert-type scales, with percentages).
Table 4: Professional issues, non-caseload midwives (n=37)
Question
Mean*
(Standard
deviation)
Median*
(Range)
The initial midwifery qualification adequately 
prepares midwives to be the primary caregiver for 
women throughout an uncomplicated pregnancy 
and labour
4.00(1-5)
Midwives are able to fully utilise their skills 3.89 (0.94) -
I feel confident to recognise deviations from 
normal during presnancv and refer to the 
appropriate professional
5.00 (4-5)
I feel confident to recognise deviations from 
normal during labour and birth and refer 
appropriately
5.00 (2-5)
I feel valued as a midwife 4.00 (0.75) -
I feel that midwives and obstetricians work 
effectively together
3.46 (0.99)
*  M eans p resen ted  where data normally distributed, medians used otherwise
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Further exploration was undertaken comparing part time workers with full time 
workers, and those with tertiary qualifications versus those without, on all the scale 
items. These two demographics were chosen as they were the only areas that had 
adequate numbers in more than one group to undertake meaningful comparisons. T- 
tests were computed where means are presented, and the Mann-Whitney U test used 
where medians are presented (SPSS Incorporated, 1999). No statistically significant 
differences between full time and part time workers were found in any of the data. 
Only statistically significant findings are presented in the text.
When asked to rate if  the initial midwifery qualification adequately prepares 
midwives to be the primary caregiver for women throughout an uncomplicated 
pregnancy and labour, eight midwives (21.6%) ‘agreed strongly’, with a median 
score o f 4.00.
Eleven mid wives (21.6%) ‘agreed strongly’ that they were able to fully utilise their 
skills, with a mean score o f 3.89 (standard deviation [SD] 0.94). There was a 
statistically significant difference in the mean scores o f the midwives who had a 
tertiary qualification (mean 3.62; SD 0.97) and those who did not (mean 4.24; SD 
0.77; f=2.23; />=0.04), with midwives who had a tertiary qualification less likely to 
agree that their skills were fully utilised.
The question on professional issues which elicited the strongest response asked if 
midwives felt confident to recognise deviations from normal during pregnancy and
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refer to the appropriate professional. All midwives responded with a ‘4 ’ or ‘5’ on this 
question, with a median o f 5.00.
The question which asked if  midwives felt confident to recognise deviations from 
normal during labour and birth and refer appropriately also showed a strong 
response, apart from one respondent whose response was ‘2 ’. Thirty-three midwives 
(89%) felt confident with this skill, with a median score o f 5.00.
On the topic o f feeling valued as a midwife only nine respondents (24.9%) ‘agreed 
strongly’, with the mean score being 4.00 (SD 0.75). Midwives who had a tertiary 
qualification were significantly less likely to agree that they felt valued as a midwife 
(mean 3.76; SD 0.77) than those who did not (mean 4.31; SD  0.60; t=-2.36; p=0.02).
The topic which elicited the least number o f ‘agree strongly’ responses was 
regarding midwives and obstetricians working effectively together, where only four 
respondents (11.1%) ‘agreed strongly’. The mean score for this question was 3.46 
(SD 0.99). Midwives with a tertiary qualification were less likely to agree that 
midwives and obstetricians worked effectively together (mean 3.14; SD  1.06) than 
those who had no tertiary qualification (mean 3.88; SD  0.72; t=-2.37; p=0.02).
A further question asked was ‘What professional development activities have you 
participated in over the last 12 months?’ The results are summarised in Table 5 (over 
page). All midwives ticked at least one response, and could tick all that were 
applicable. Midwives were most likely to undertake inservice education, that is,
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education sessions provided by the hospital, within regular work hours. The numbers 
attending each activity decreased as the ease o f attendance decreased.
Table 5: Professional development activities (n=37)
Activity / %
Inservice education 34 91.9
Internal seminar 32 86.5
External seminar 28 75.7
External short course 8 21.6
University program 3 8.1
Other (specify) 0 0
4.4.3.2 Discussion
Although midwives considered their midwifery education prepared them adequately 
to function as a primary caregiver (median 4.00), many did not think that they were 
able to fully utilise their skills (mean 3.89). Further, although they felt valued as 
midwives (median 4.00), a significant number did not agree that midwives and 
obstetricians work well together (mean 3.46). These issues were not dissimilar to 
those that arose in other studies, with “medical dominance” and “autonomy” being 
two o f the “important midwifery issues today” identified in Watson et al (1999, 
p221) and Cutts (1998), who found significant differences in levels o f skill 
utilisation.
There were three areas where there was a difference between those with and without 
tertiary qualifications. These were being fully able to utilise skills, feeling valued as a 
midwife and agreeing that midwives and obstetricians and midwives work well 
together. In each o f these, midwives with tertiary qualifications had lower scores. It 
may be that undertaking tertiary study makes one more likely to have higher
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expectations o f the role o f the midwife and how the role fits in the interdisciplinary 
team.
Considering that inservice education was provided on a regular basis, and the unit 
had a clinical educator coordinating this process, it was not surprising that only one 
respondent (3%) had not attended an internal inservice education session. This is a 
higher rate o f  attendance than noted by Cutts (1998), which was 88%. Watson et al 
(1999) found only three quarters o f respondents were involved in continuing 
professional development overall. Eight o f the current sample (21%) had attended no 
external education at all. It is possible that those more likely to respond to a survey 
are those who are also more likely to participate in ongoing education.
4.4.4 Caseload Midwifery
The midwives were asked a series o f questions related to the caseload model, 
concentrating on their understanding o f the model from a generic perspective.
4.4.4.1 Results
In eight questions, Likert-type scales were used and analysed as described in section 
4.3.3. The results o f  these are displayed in Table 6 (next page).
Over half the respondents (54%) strongly agreed (that is, scored ‘5’ on the scale) that 
they had a good understanding o f the concept o f caseload midwifery (median 5.00). 
Likewise, over half (52%) strongly agreed that caseload midwifery model is a good 
option o f care for women {median 5.00).
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Table 6 : Non-caseload midwives’ understanding of caseload midwifery model ( n = 3 7 )
Question
Mean*
(Standard
deviation)
Median*
(Range)
I have a good understanding o f the concept o f 
caseload midwifery
- 5.00 (2-5)
The caseload midwifery model is a good option of 
care for women
- 5.00 (2-5)
Women choosing caseload midwifery want to have 
“natural ” childbirth
3.7 (0.94) -
Caseload midwifery> care should be restricted to 
“tow risk” women
3.35(1.14) -
All women should be offered the option of 
midwifery led  care for their pregnancy and birth
- 5.00(1-5)
The main idea behind caseload midwifery is to get 
to know the midwife
3.7(1.13) -
Caseload midwifery is the same as team midwifery - 2.00(1-5)
Studies demonstrate that choice, continuity and 
control are important aspects o f pregnancy care
- 5.00 (3-5)
*  M eans presen ted  where data norm ally distributed, medians used otherwise
There were three questions in this section that sought to ascertain the respondents 
understanding o f caseload midwifery. There was a range o f responses to the 
statement ‘Women choosing caseload midwifery want to have “natural” childbirth’, 
with a mean score o f  3.7 (SD  0.94), perhaps reflecting an area which is not well 
discussed in the literature. Similarly there was a range o f responses to the concept 
that the main idea behind caseload midwifery is getting to know the midwife, with 
more o f a trend to agree than disagree (mean 3.7; SD  1.13). This range is possibly 
greater than would be expected, given the fact that getting to know the midwife is 
arguably one o f the key rationales behind caseload midwifery. The third statement 
which examined the respondents understanding of caseload was that caseload 
midwifery is the same as team midwifery. There did appear to be a good
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understanding that this was not the case, with only 4 respondents circling higher than 
‘3 ’ (imedian 2.00).
Other questions in this section sought to gain an understanding of the respondents’ 
ideas and knowledge on choices and continuity in maternity care. Over half (54%) 
strongly agreed that all women should be offered the option o f midwifery led care for 
their pregnancy and birth (median 5.00), and well over half (63.9%) strongly agreed 
that ‘studies demonstrate that choice, continuity and control are important aspects o f 
pregnancy care’ (median 5.00). When asked to rate if  caseload midwifery care should 
be restricted to ‘low risk’ women, there was a fairly even spread o f responses, with a 
mean o f 3.35 (SD 1.14).
4.4.4.2 Discussion
Although the midwives rated themselves as having a good understanding o f the 
caseload midwifery model (median 5.00), the basic underlying philosophy o f having 
a known caregiver rated a mean score o f only 3.7, suggesting that in fact their 
understanding was not complete. Despite this, there was a good understanding that 
team midwifery was different to caseload. Responses to questions about midwife care 
as a choice for women indicated that the respondents did view this as important, 
which may demonstrate an awareness o f the literature regarding choice and 
continuity for women.
4.4.5 Caseload Midwifery at Birralee
The following section explored midwives’ views o f the caseload model in operation
in the maternity unit in which they practised. There were five Likert-type questions,
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as described in section 4.3.3, followed by two open-ended questions related to 
positive and negative aspects o f the caseload model. Each midwife was asked if  they 
would be interested in working in the caseload model, then to comment on their 
answer. A final open-ended question gave midwives the opportunity for any further 
comments.
4.4.5.1 Results
Table 7 shows the results o f the Likert-type questions on non-caseload midwives’ 
views o f the caseload model at Birralee.
Table 7: Non-caseload midwives’ views of the caseload model at Birralee (n=37)
Question
Mean
(Standard
deviation)
Median
(Range)
Caseload midwifery is working well at Birralee - 4.00(1-5)
Caseload midwifery should continue as an option o f 
care for women attending Birralee for their 
pregnancy
4.00(1-5)
Caseload midwifery is cost effective 2.38(1.32) -
Caseload midwifeiy improves client satisfaction - 4.00 (2-5)
Caseload midwifeiy is not necessary at Birralee 
with the new team structure in place
- 2.00(1-5)
*  M eans presen ted  where data norm ally distributed, m edians used otherw ise
Only two respondents (5.4%) ‘strongly agreed’ that ‘caseload midwifery is working 
well at Birralee’, with a median score o f 4.00. Conversely, only one respondent 
strongly disagreed, with the majority o f midwives choosing ‘3 ’ and ‘4 ’ respectively. 
When asked if  ‘caseload midwifery should continue as an option o f care for women 
attending Birralee for their pregnancy’, the trend was towards the ‘agree’ end of the 
scale, with a median o f 4.00.
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The majority o f  respondents did not consider that ‘ caseload midwifery is cost 
effective’, with 27 respondents (73%) circling “3 ’ or less {mean 2.38; SD 1.32). They 
did however consider that it ‘improves client satisfaction’, with 31 (84%) circling ‘4 ’ 
or ‘5’, with a median o f 4.00.
The question which explored the midwives’ views on ‘caseload midwifery being 
unnecessary at Birralee with the new team structure in place’ had a wide range of 
responses, with 65% (24 respondents) circling ‘1’ or ‘2 ’ {median 2.00).
The following two questions were open-ended, asking for comment on the positive 
and negative things about caseload midwifery. Content analysis was used to identify 
common themes, and comments are used verbatim to illustrate these. The first 
statement midwives were asked to comment on was: ‘The positive things about 
caseload midwifery are: ’. The themes identified are listed in Table 8 (next page), and 
discussed further in this section.
Satisfaction was the most common theme identified in this question. Seventeen 
respondents felt that caseload midwifery ‘positively affected/ increased satisfaction 
for the woman, the midwife or both’. Midwives’ comments on the woman’s 
satisfaction included “increased client satisfaction” and “ increased woman and  
fam ily satisfaction ”, although one such comment was qualified: “increased 
satisfaction fo r  some women (not all)”. Midwife satisfaction was also discussed:
“increased midwife satisfaction ”, ‘‘midwife satisfaction in caring fo r  pregnant
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woman until delivery”, “increased job  satisfaction fo r  the midwife” and again a 
qualified comment, that is, “midwife satisfaction i f  good outcome
Table 8: Non-caseload midwives’ comments on positive aspects of caseload (n=37)
‘The positive things about caseload midwifery 
are:’
/
Increased satisfaction for the woman and/or the
midwife 17
The relationship between the woman and the 
midwife
15
Labour and birth outcomes are improved in some 
way
6
Continuity or care/ carer 6
The model provides options/ choices for women 5
Less medical/ more holistic/ wellness model 4
Empowers women/ increased control 3
Positive professionally for midwives 3
Overall positive 3
Partnership/sharing/ plan care together 3
‘Patient’ advocate 1
Clients better informed 1
Confidence in the midwife 1
Woman-centred 1
Other 2
Total 71
Blank/no comment 3
The relationship between the woman and the midwife was the next most common 
theme, with fifteen midwives identifying this as a positive aspect. Within this theme 
there were different aspects. These included comments stating that the relationship 
existed or developed, for example “developing a relationship with the midwife”,
“women get to know midwives” and “relationship between patient and carer". Other 
comments linked the relationship to enhancing the woman’s knowledge as well as 
the midwives knowledge o f the woman. For example, “clients fe e l midwife is 
approachable to ask questions and have time/ care fo r  them on a more personal
basis", “does not have to repeat needs” and “development o f  trust and understanding 
ofgoals and needs between mother, midwife and fam ily  In other comments further 
words used by the midwives to describe the relationship were “midwife and client 
rapport”, '‘'‘special trust or bond created with the fa m ily 1 and “security o f  knowing 
and trusting a midwife".
The childbirth outcomes related to caseload were considered positive by six 
midwives. These included “ less intervention ”, “reduced duration o f  labour (often) ”, 
improved outcomes” and the “majority o f  cases have better labours, normal 
deliveries''.
Continuity o f care/carer was also noted as positive by six midwives. Comments 
included “continuity o f  care- know your midwife w e ir , '‘‘guaranteed continuity o f  
carer", “one to one care" and “continuity o f  care, that is, not handing the client on 
after an eight hour shift".
Five midwives mentioned options and choices for women. Comments included:
“women have choice, control and continuity o f  care”, '‘‘choice to have midwife care 
fo r  them", “an option" and “women and their partners given an option o f  care where 
they can have continuity o f  advice and education during pregnancy and support o f  
their decisions during labour and childbirth". Four midwives felt caseload midwifery 
was “more holistic" and "less medicak', utilising a “wellness modek'.
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Four further themes emerging from comments from three midwives were: empowers 
women/ increased control, positive professionally for midwives, overall positive and 
partnership/sharing/plan care together.
There were two responses to this question about positive aspects o f caseload 
midwifery which appeared to have a negative or ‘qualified’ tone: “thepatient gets 
‘specialled' without the cost o f  employing a private midwife ” and “i f  the client has a 
short, non-eventful labour during the day the model works w e ir .
The second statement the midwives were asked to comment on was: ‘The negative 
things about caseload midwifery are:’. The themes which emerged from this question 
are listed in Table 9 (over page).
Core staff being required to take over the care o f caseload women was the most 
common theme. This related to two areas: either taking over caring for the woman in 
labour if  the labour went on a long time, or providing any other care for the women 
in the absence o f the caseload midwives. Some examples o f the many strong views 
expressed on this issue are: [the] “caseload midwife chooses when she wants to come 
in, not when the client wants her to come in, so often the rostered s ta ff have to look 
after h er”; “when caseload midwives have had enough they go home, expecting 
ward s ta ff to add another w om an’s care to their workload”; “caseload s ta ff don't 
provide postnatal care ”; “s ta ff don't always come when called at n ight”; “quite
100
often caseload midwives go home after delivery and leave dirty work fo r  the rest o f  
the s ta ff to do
Table 9: Non-caseload mid wives’ comments on negative aspects of caseload
(n=37)
‘The negative things about caseload midwifery are:’ /
Core staff needing to take over many aspects o f care 
(compared with caseload midwives providing all care)
16
Irregular hours o f caseload midwives/on call/perceived 
impact on personal life o f caseload midwives
11
Effect on core/ ward staff roster and staffing 10
W omen’s attitudes/ dependence 9
Midwife burnout 7
Cost o f the model 6
Lack o f support for, and opposition to, caseload model 4
One to one care at the expense o f other women’s care 4
Not enough midwives/ too many women 3
Tension between various groups 3
Will not suit all midwives 2
Communication issues 1
I cannot think o f any 1
Other 3
Total 80
Blank/ no comment 4
The next most common theme regarding negative aspects o f caseload midwifery was 
the perceived impact o f  caseload on the personal life o f  caseload midwives. This 
included comments about the irregular hours, and the ‘on call’ work involved. Being 
“on call overnight and on weekends” and having “no regular hours and being 
frequently on ca ll” were examples. A similar concern was that “midwives involved in 
caseload have difficulty balancing their professional and personal lives”.
The caseload midwives in this system were occasionally rostered as ward midwives 
if  their caseload hours were low. When necessary, they were then ‘taken o f f  the shift
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if  one o f ‘their’ women went into labour. This situation lead to the next negative 
theme, that is, the effect o f caseload on core staff roster and ward staffing levels.
This was expressed in a variety o f ways: “caseload midwives rosters are disrupted 
which affects fe llow  s ta ff members “staffing often inadequate when caseload
midwife takes herself o ff  the roster”; “needs to be run as a separate unit as 
[caseload] midwives unable to fu lfill their ward obligations i f  also attached to the 
w ard”.
A number o f  the midwives commented on the attitudes o f the women in the caseload 
model, and that “women can sometimes become dependent on their caseload 
midwife”. They considered this impacted on them as midwives, as the caseload 
women “don 't trust the advice o f  other midwives ”, and “are more reserved with 
other m id w iv e s Further, several midwives suggested that “caseload mothers are 
more demanding”, that “midwives are at their beck and calk' and that caseload 
“clients become easily upset i f  their midwife ca n ’t get to them quick enough
Midwife burnout was cited as a negative aspect o f caseload midwifery by seven 
midwives.
The cost associated with the caseload model was mentioned by six midwives, who 
were o f the view that “financially it is not cost effective" and that it is “costly to call 
in a caseload midwife when there are already midwives on duty free  to take care o f  
the woman". One midwife commented on the extra money a caseload midwife 
receives for being ‘on call’ and for travel (although caseload midwives receive the 
same allowance to visit a woman postnatally as any other midwife). The midwife
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asked “why should the caseload midwife be paid  extra i f  they choose to [work in this 
way]” .
Other negative aspects mentioned by a few respondents were a lack o f  support for 
the model, that caseload care for some women resulted in compromised care for 
others, that more women wanted the care than there were midwives, and that the 
model would not suit all midwives. Two midwives commented on communication 
issues and the tension they perceived between various groups.
Four respondents did not respond to the question and one could not think o f any 
negative aspects o f  caseload midwifery.
When asked whether they would like to participate in providing caseload midwifery 
25 midwives (67.9%) said ‘no’compared with three (8%) who answered ‘yes’. Two 
(5%) did not answer and seven (19%) were ‘not sure’ (Table 10).
Table 10: Would participate in caseload midwifery (n=37)
Responses / %
No response 2 5.4
Yes 3 8.1
No 25 67.6
Not sure 7 18.9
The following question asked for an explanation o f why the midwives would or 
would not be interested in providing caseload midwifery care. O f the 35 midwives 
who answered the initial question o f ‘would they work in the caseload model’, 5 did 
not comment or explain their answer.
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O f the three midwives who answered ‘yes’ they would like to participate in caseload 
midwifery, explanations were qualified, for example “can be good back-up for my 
other w ork”, “interested in caseload but restricted by my fam ily at the moment. 
Interested more in occasional caseload client ”, and “only in a back-up role during 
labour, until skills and confidence increase ”.
All but three o f the midwives who answered “no” regarding participating in caseload 
midwifery had explanatory comments. The main themes that emerged were around 
the on call issues and the perception o f the required work hours. Seven midwives 
mentioned on call as an issue, with comments including: “too difficult to be on call 
and manage other aspects o f  my life “do not want to be on c a l l “too old to be on 
c a ll \  Similarly, family commitments were mentioned by seven midwives, such as 
“disruptive to fam ily life”, "want to be able to be free  to focus on fam ily when not at 
work” and “nof fam ily  f r i e n d l y A related area was that o f the importance o f  
regular hours , and caseload midwifery was not perceived as offering this by four 
midwives. Comments included '‘‘want regular hours” and ‘‘want to know when I work 
and how long I  w ork”. Only two midwives noted that their experience was 
inadequate to be caseload midwives. One midwife commented that “/  have always 
worked in conjunction with other midwives and doctors and fe e l more comfortable in 
this situation".
A final question invited further comment on caseload midwifery> care at Birralee. 
Twenty-one midwives (56.7%) wrote a comment in this section. These comments 
were analysed using content analysis for the identification o f themes, and these are
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presented in Table 11. The comments were quite varied, but themes did emerge, as 
well as some negative and positive comments which did not fit with other comments.
A number o f midwives considered that caseload midwifery was a good model, such 
as “excellent care to pregnant women” and “a marvellous model o f  care". This also 
included comments suggesting that “it is a model o f  care that should be supported 
and expanded”, and that “it is a good attempt and should continue, expand and  
improve
Table 11: Other comments on caseload midwifery (n=37)
‘Do you have any other comments on caseload 
midwifery care at Birralee?’
/
Good form o f care 5
Need more midwives to work in caseload 5
Many women missing out on caseload 3
Needs evaluation which all can access 3
Meets women’s needs 2
Early discharge 2
Staff interaction 2
Should be totally separate 2
Additional positive comments 2
Additional negative comments 5
Five respondents believed that it “would be good i f  more midwives were doing 
caseload” and that if  “more midwives were involved [it would] take the pressure o ff  
those already providing the care". Further, having more midwives would mean that 
“more women could take up the option". This comment was related to the following 
theme where respondents were concerned that women were m issing out on caseload 
care, and that it was “disappointing fo r  women wanting caseload but finding out that 
care is booked out at firs t appointment, often when the woman is only 10 weeks".
There was some concern expressed that caseload needs evaluation and that these 
“outcomes should be available to all staff", as well as the “costing... and hours per 
client spent with the midwife”.
A number o f points were raised by two respondents, such as: "'this model o f  care fills  
a need fo r  women who attend Birralee”, some concerns regarding ‘early discharge’ 
being available to caseload clients, that ‘interaction’ between caseload midwives and 
other staff was important and that caseload should be run “as a separate service
Two positive comments were made, such as “am happy to help out whenever I'm  
needed”, as well as several negative comments. These included “women get private 
care in a public hospital”, “at times caseload patients receive extra care at the 
expense o f  other patients ” and “i f  the client expects ‘natural ’ childbirth, are they 
willing to accept ‘natural’ morbidity and mortality rates too? ”
4.4.5.2 Discussion
The results indicate that in general the respondents did think that caseload care 
increased satisfaction for women, and overall, should continue as an option at 
Birralee. However, the model was not considered cost effective by the majority 
(mean 2.38; SD  1.32).
The positive themes identified about caseload relate largely to the relationship 
between the women and the caseload midwives, the opportunity to offer continuity 
and the increase in satisfaction that is a result o f these. In contrast, the negative
106
themes centred on how the model affects the other midwives, such as being required 
to provide back-up for caseload women, disruption to ward rosters and the attitudes 
of the women receiving caseload care. The other negative issues included the cost o f  
the model and the possibility o f midwife burnout. These views support the literature 
on the topic. Hall (1996) and Stock (1994) both discuss the issues and tensions 
arising when core ward staff are expected to provide back-up care for the women in 
new models. Bowman (1997) found that women in new models were labelled as 
assertive and demanding. In the trial context, Turnbull et al (1995) found that many 
standard care midwives commented that the new model could have been 
implemented better, and a number considered the new model disrupted their practice.
In the current study only three midwives said they would like to participate in 
providing caseload care themselves. O f the 25 that said they would not be interested, 
the main reasons given were related to the ‘on call’ aspects o f the model, and how 
that potentially affected family and home life. These views are pertinent to the 
current debate on continuity o f care, where Green et al (1998 & 2000) argue that 
models attempting to provide continuity o f carer by way o f an ‘on call’ system may 
not be the way forward due to their effect on midwives private lives. While this may 
be a valid point, it may be that at any given time a number o f midwives will want to 
work in a way that provides continuity, and will be willing to provide some ‘on call’ 
as part o f the model.
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4.5 Summary
The participants in all three sub-units o f the study considered the caseload midwifery 
model to be a good option o f care. The women {sub-unit one) were positive about 
having a known midwife throughout their pregnancy and birth, and considered their 
experience to be improved by this factor. The women felt well informed and were 
positive about many factors available in the caseload model, such as short waiting 
times, the availability o f information and reassurance. All three women would 
choose the caseload model again.
The caseload midwives {sub-unit two) highlighted the positive aspects o f developing 
a relationship with the women, and being able to provide continuity throughout the 
childbirth episode. The negatives for this group related to lack o f support, the 
attitudes o f others and the ‘on call’ component o f their role.
The non-caseload midwives {sub-unit three), whilst considering that the caseload 
model increased satisfaction for the women and the midwives, had a number of 
concerns related to the model, particularly regarding its impact on core ward 
staffing, the perceived impact on the caseload mid wives’ lives, and the costs o f the 
model.
A further discussion o f these findings, including similarities and variations, in will 
be presented in the following chapter.
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CHAPTER FIVE: bringing the case study together
5.1 Introduction
This study explored the views and experiences o f women and midwives 
approximately 18 months after a caseload midwifery model was implemented in a 
Melbourne metropolitan maternity facility. The study sought to explore and describe 
not only how the women found the new model o f care, but also how the midwives 
providing the care, as well as those midwives not directly involved, found the new 
model. These three groups became the sub-units o f analysis, that is, sub-unit one: 
four women receiving caseload midwifery care (although data from one woman was 
subsequently ‘lost’, as described in section 4.2, leaving three women in the study). 
Sub-unit two: four midwives involved in providing caseload care. Sub-unit three: 
midwives not directly involved in caseload care. Data collection involved semi­
structured interviews (sub-units one and two), and a structured questionnaire for 
those in sub-unit three.
This final chapter brings the findings of the three sub-units o f the case study together, 
looking at areas where there are matching patterns (Yin, 1994), as well as where 
there are divergent views. These findings are discussed in light o f the sustainability 
o f the model at the particular case study site. The limitations o f the study are 
reported, and suggestions made for future areas o f research.
109
5.2 The three sub-units: a joint discussion
A summary o f the findings from each sub-unit is presented below, followed by a 
discussion o f how these findings come together as a case study.
5.2.1 A Summary of the Findings
All the women in sub-unit one were positive about having the continuity o f  a known 
midwife throughout their pregnancy. They were also positive about the accessibility 
o f their midwife, the availability o f information, decreased waiting times, and 
increased options fo r appointment times. While the women appreciated having their 
known midwife (or her back-up midwife) care for them during labour and birth, they 
also appeared to have a clear understanding that this may not always be possible due 
to the midwife’s professional and personal commitments. The women did not mind 
that their caseload midwife provided very little postnatal care during the hospital 
stay, but all women felt it to be very important that their known midwife undertook 
the domiciliary follow-up. None o f the women felt that the caseload care they 
received had been o f help in preparation for parenthood. This may indicate the need 
for further research into this aspect o f pregnancy care. All three women would 
choose the caseload midwifery> model for a subsequent pregnancy.
The midwives in sub-unit two, the caseload midwives, enjoyed providing continuity 
of care and developing relationships with women and their families. Overall, the 
midwives expressed positive views about working in this model o f care, but 
considered that several factors required attention for caseload midwifery to be 
ongoing and sustainable. Effective management was thought to be important, as was 
support from management and other midwives, and adequate reimbursement. The
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positive views expressed regarding caseload were related to the women and the 
relationships the midwives developed with them, whereas the negatives were related 
to more structural factors, such as the ‘on call’ hours and the perceived lack o f 
support. The ‘on call’ issue was soon to be addressed with a new roster designed by 
the midwives themselves, where there was less ‘on call’ required o f each midwife.
All the midwives were looking forward to its inception.
Overall, the non-caseload midwives in sub-unit three considered caseload midwifery 
to be a good form o f care for women, which should continue as an option. There 
were however, many concerns about issues such as the cost o f the model and 
problems around how caseload adversely affects the ward staffing. M idwife burnout 
was also cited as an issue by the non-caseload midwives, as was the perception that 
women receiving caseload care may become dependent. O f the 37 midwives, the vast 
majority would not want to be involved in providing caseload midwifery care, with 
irregular hours, ‘on call’ and family commitments being the main reasons cited.
Some negativity towards the model did seem to exist for some respondents, with 
comments such as “women get private care in a public hospital’’, i<‘at times caseload 
patients receive extra care at the expense o f  other patients ” illustrating this.
5.2.2 Matching Patterns and Themes
The common theme in all three sub-units regarding the caseload midwifery model 
was continuity o f  care, and the fact that the model allowed midwives and women to 
develop a relationship. All three groups, women and midwives, considered the 
continuity aspect to be a very positive and important part o f the model.
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The only other area mentioned by all three sample groups was the issue o f the 
caseload midwives coming in ‘on c a li . The two groups o f midwives both believed 
‘on call’ was an important factor that could potentially affect midwives’ personal 
lives. Only the non-caseload midwives actually mentioned the words ‘burnout’, 
possibly indicating that they were more concerned about this issue than the midwives 
actually providing the ‘on call’. It may be that factors perceived from outside a 
system are not perceived the same way from the inside. The caseload midwives 
themselves expressed some concern about being ‘on call’, and how it affected their 
lives, but did not translate these concerns into words such as ‘burnout’. The women 
displayed an awareness that it may not always be possible for ‘their’ midwife to be 
present for their labour and birth and that the midwives also had other commitments. 
Although women preferred their midwives to be there, they expressed an 
understanding if  this could not be.
The two groups of midwives, caseload and non-caseload, shared other common 
themes, both negative and positive. Both groups identified that there was increased 
satisfaction for the women receiving, and midwives providing, caseload midwifery 
care. Some non-caseload midwives were also in agreement with the caseload 
midwives about other factors, such as lack o f support fo r  the model and that 
caseload was positive professionally for the midwives involved.
5.2.3 Divergent Themes
It is possibly the divergent themes which reveal issues that have the most potential to 
impact on the sustainability o f the caseload model. The themes which stood out as 
differing between the two groups o f midwives were largely related to infrastructure,
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and in general were the more negative issues. The caseload midwives had concerns 
about the lack o f support, lack o f  remuneration and the attitudes o f their 
colleagues. However, they were positive about the fact that the model was an 
evolving one where issues such as the ‘on call’ could be addressed. Conversely, the 
non-caseload midwives were concerned about the effect o f  the model on core ward 
staffing and rosters. Some considered the women who received caseload became 
dependent or demanding, and there were concerns at the cost o f the model, and that 
some women received this care at the expense o f other women.
5.2.4 Implications of the Findings for the Case Study Site
If a new model o f care is to be implemented and maintained, all key stakeholders 
need to support the model. There are clearly issues that need to be addressed at the 
current case study site. Overall it would appear that caseload midwifery is viewed as 
a positive option for women at Birralee, however the findings o f this study suggest 
that there are some important issues which need to be addressed if  the model is to be 
ongoing and sustainable. In particular, the aspects which the caseload and non­
caseload midwives perceive as negative about the model, such as the effect on core 
staffing, the issues around the ‘on call’ aspects o f the model and the perceived lack 
o f management support, could potentially threaten its ongoing viability. The other 
key issues requiring resolution are those o f the costs o f the model, the remuneration 
the caseload midwives receive, and professional issues relating to the Federal 
Nurses’ Award. It is crucial that maternity units implementing new models o f  
midwifery care work in conjunction with the ANF to address these important 
professional issues. For example, what constitutes ‘normal’ working hours, and how
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can existing wage structures be appropriately modified to reflect the needs o f  models 
involving such regular and ongoing ‘on calf requirements?
Looking at the case study in light o f the conceptual framework o f this study, that is, 
the women, the midwives and the care, the findings suggest that the two interrelated 
areas o f  the midwives and the care are not interacting and functionally optimally. The 
respondents in each sub-unit o f the study believe it to be a good model o f care for 
women, yet there are concerns from the midwives o f both sub-units that the way the 
care is being implemented is less than optimal. The findings o f the current study 
would be a good starting point which could be utilised to assess the caseload model 
o f care as it is, and to systematically review the key concerns identified in this study.
5.3 Limitations of the study
A complete and comprehensive case study would include all possible sources of 
evidence (Yin, 1994). In this case that would include a cost analysis, as well as 
obtaining input from other groups such as management, the medical staff and other 
relevant information sources. It would also have been preferable to include a broader 
range and number o f women utilising the service, including those receiving standard 
care. These inclusions were not possible given the scope o f the current study.
Another limitation in terms o f the generalisability o f the findings o f this case study to 
other similar units implementing a caseload midwifery model, is the fact that the case 
study site had recently emerged from the amalgamation of two separate maternity 
units. It is possible that this may have impacted on how staff viewed any subsequent
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change, and may also have affected their responses to the questions put to them in 
this study.
A final limitation o f the study is that a randomised controlled trial may have been a 
superior method o f evaluating the implementation o f a new model o f maternity care. 
This would have increased the generalisability o f the findings, and could have been 
included as part o f the case study design. Again, this was not possible due to the 
scope o f the study.
5.4 Conclusion and recommendations
Even with the knowledge o f  the process o f  change and expectation o f  
resistance, considerable time, energy and effort is required to implement 
change ...Midwives taking an active role in the process must be prepared fo r  
setbacks [and] ...commitment is required (Everitt, 1997).
In view o f the known evidence o f what women want in maternity care, that is choice, 
continuity and control, it is important that maternity service providers critically 
review the services they offer to women, and when necessary implement new models 
to better meet women’s needs and to ensure that the care is woman-centred. It is 
equally important to evaluate the implementation o f these models, from the 
perspective o f  the consumers and the midwives, those both directly and indirectly 
involved. When a maternity unit is implementing a new type o f care, it important that 
it is done in light o f the current evidence and with all key stakeholders having 
adequate input. New models o f care will have far less likelihood o f success and 
ongoing sustainability if  the implementation is not well managed. Lewis (1995) 
stated “change can best be brought about by cooperation rather than confrontation ...
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but in my experience, the midwives are more often the most formidable barriers to 
change” (Lewis, 1995, p475).
In the current study the effect o f implementing a new model o f maternity care, 
caseload midwifery>, has been explored. The new model is currently ongoing, but this 
case study suggests that there are issues that require review and resolution for the 
model’s continuing success. It is important that not only are women happy with their 
care, but also that the caseload and non-caseload midwives consider that the model 
to be functioning optimally. It is equally important that the management team is 
supportive o f  the model, and that they, in conjunction with the midwives, are willing 
to work on any problems or issues which arise. In any process o f change it is 
important that there is adequate and ongoing consultation, education and 
communication (Everitt, 1997). It is possible that there was a lack o f widespread 
consultation and ongoing communication with key stakeholders in the 
implementation o f the caseload midwifery model at the case study site. However, the 
current exploration o f the views and experiences o f the women and midwives offers 
an opportunity to revisit how the caseload model is functioning, and to reassess areas 
requiring resolution.
Important areas for future research would be further exploration o f the obstetric and 
medical outcomes o f the caseload midwifery model, as well as research which further 
explores the implementation o f new models o f maternity care in terms o f all key 
stakeholders. This is particularly lacking in the Australian context, yet it would be 
very timely, as many new models o f maternity care are being implemented 
throughout the country. If these new midwife-managed models are to be sustained,
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then effective evaluation o f their implementation, and appropriate changes where 
necessary are crucial. Finally, as the key providers in these new models, it is essential 
that the views and experiences o f the midwives providing the care are regularly and 
rigorously considered and evaluated, and that supportive structures are in place for 
them. Without the committed and enthusiastic input o f midwives, new models o f 
maternity care cannot exist and the women for whom pregnancy care is provided 
may be less than optimal.
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Appendix I
Guilliland and Pairman’s model- The Midwifery 
Partnership (A model for practice)
126
The Midwifery Partnership 
(A model for Practice)
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Appendix II
The Conceptual Framework
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THE CONCEPTUAL FRAMEWORK
• THE WOMAN
=> choice 
=> satisfaction 
=> relationship with midwife
• THE MIDWIFE
=> professional and personal issues 
=> relationship with the woman
• THE CARE
=> continuity models 
=> outcomes 
=> midwives’ views 
=> sustainability
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Appendix III
Summary of randomised controlled trials 
included in the literature review
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Author/
year
Country Design Sample
size
Risk
status
Part of 
pregnancy 
in model
Satisfaction of 
women in 
continuity 
model
Effect on 
midwives
Effect on other 
midwives
Flint et al 
1989
England RCT 1001 Low
risk
AN, IP, PN Increased Published data 
not identified
Questionnaire to all 
staff. Results very 
positive (Flint, 1993)
Waldenstrom 
et al 
1997
Sweden RCT 1860 Low
risk
AN, IP, PN Increased Assessed, but 
article in Swedish 
only
Not reported
Mac Vicar et 
al
1993
England RCT
(2:1
ratio)
3510 Low
risk
AN, IP Increased Not reported Not reported
Kenny et al 
1994
Australia RCT 446 Low
&
high
risk
AN, IP, 
some PN
Increased Increased job 
satisfaction & 
professional 
confidence. 
Reported by 
Brodie (1997)
Not reported
Hundley et al 
1994
Scotland RCT
(2:1
ratio)
2844 Low
risk
IP No difference Examined 
midwives 
satisfaction in 
detail
Standard care 
midwives in the 
labour ward less 
satisfied
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Rowley et al 
1995
Australia RCT 814 Low
&
high
risk
AN, IP, 
some IP
Increased Multiple data 
sources and 
grounded theory 
approach. 
Reported in 
Brodie (1997)
Not reported
Turnbull et al 
1996
Scotland RCT 1299 Low
risk
AN, IP, PN Increased Midwives 
experienced 
significant 
positive change in 
attitude, with no 
evidence o f 
increased stress
41% felt
implementation could 
have been improved,
10% felt clinical area 
disrupted, 70% felt 
this model the way o f 
the future
Tucker et al 
1996
Scotland RCT 1765 Low
risk
AN Both groups 
had high 
satisfaction 
levels with 
care
Not reported Not reported
Harvey et al 
1996
Canada RCT 218 Low
risk
AN, IP, 
some PN
Not reported Not reported Not reported
Waldenstrom 
et al 
2000
Australia RCT 1000 Low
risk
AN, IP, 
some PN
Increased Data collected by 
interview. 
Awaiting analysis
Not assessed
Homer et al 
2000
Australia RCT 1089 Low
&
high
AN, IP, 
some PN
Reported 
easier access to 
care & higher
Not reported Not reported
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risk perceived 
‘quality’ o f 
antenatal care
Biro
2000
Australia RCT 1000 Low
&
high
risk
AN, IP, PN Increased Not reported Not reported
McCourt and
Page
1996
England
Pr
os
p.
 c
oh
or
t,
m
at
ch
ed
co
m
m
un
iti
es
1403 Low
&
high
risk
AN, IP, 
some PN
Both groups 
most satisfied 
with antenatal 
& least 
satisfied with 
postnatal care
Midwives 
satisfied with the 
new model. Did 
not want to revert 
to former method
Not reported
AN: antenatal, IP: intrapartum, PN: postnatal
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Appendix V
Consent documentation for 
each sub-unit
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Consent: sub-unit one
(Attac
hment
RMIT R F S I A  RCH  PROJECT INVOL VING H U M AN  
SU BJEC TS  
DEPARTMENT OF Nursing and Public Health 
FACULTY OF Biomedical and Health Sciences and Nursing 
Prescribed Consent Form For Persons Participating In Research 
Projects Involving Interviews. Questionnaires or Disclosure of 
Personal Information
Name of participant: ______________________________________________
Project Title: Caseload midwifery: a case study examining the effect of
implementing this model o f care in a metropolitan maternity facility
Name of investigator(s): Della Forster Tel: (BH) 9895 4652
Tel: (Hme) 9480 3797 
Diane Cutts Tel: (BH) 9925 7448
1. I consent to participate in the above project, the particulars o f which - 
including details o f interview and background questionnaire, and the use o f 
my medical record to extract relevant data - have been explained to me and 
are appended hereto.
2. I authorise the investigator or his or her assistant to interview me, administer 
a questionnaire and access my medical record if necessary.
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3. I acknowledge that:
(a) I have been informed that I am free to withdraw from the project at 
any time and to withdraw any unprocessed data previously supplied;
(b) The project is for the purpose o f research and/or teaching and not for 
treatment.
(c) I have read and retained a copy o f the Plain Language Statement, and 
agree to the general purpose, methods and demands o f the study.
(d) The project may not be o f direct benefit to me.
(e) My involvement entails completing an interview, which will take
approximately one hour and filling in a questionnaire which will take 
approximately five minutes.
(f) My anonymity is assured.
(g) Confidentiality is assured. However, should information o f a 
confidential nature need to be disclosed for moral, clinical or legal 
reasons, I will be given an opportunity to negotiate the terms o f this 
disclosure.
(h) The security o f the data obtained is assured following completion o f 
the study.
(i) The research data collected during the study may be published, and a
report o f the project outcomes will be provided to the RMIT Higher 
Degree Coursework Committee and to the Birralee Maternity Service. 
Any data which may identify me will not be used.
Signature:, Date:
(Participant)
Signature:, Date:
(Witness to signature)
Where participant is under 18 years o f aee:
1 consent to the participation o f. 
the above project.
in
Signature:____________________________________________Date:
(Signature o f parent or guardian)
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Signature. Date:
(Witness to signature)
Participants should be given a photocopy o f  this consent form  after it has been 
signed.
Any queries or complaints about your participation in this project may be 
directed to the Secretary, RMIT Human Research Ethics Committee, RMIT, 
GPO Box 2476 V, Melbourne, 3001. The telephone number is (03) 9925 1745.
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Consent: sub-unit three
APP 
END! 
X 4.
(Attac
hment
IB)
RMIT RESEA RCH PROJECT INVOL VING H U M A N
SU BJEC TS
DEPARTMENT OF Nursing and Public Health 
FACULTY OF Biomedical and Health Sciences and Nursing 
Prescribed Consent Form For Persons Participating In Research 
Projects Involving Interviews. Questionnaires or Disclosure of 
Personal Information
Name o f participant: ______________________________________________
Project Title: Caseload midwifery: a case study examining the effect o f
implementing this model o f care in a metropolitan maternity facility
Name o f investigator(s): Della Forster Tel: (BH) 9895 4652
Tel: (Hme) 9480 3797 
Diane Cutts Tel: (BH) 9925 7448
1. I consent to participate in the above project, the particulars o f  which - 
including details o f questionnaires - have been explained to me and are 
appended hereto.
2. I authorise the investigator or his or her assistant to interview me or 
administer a questionnaire.
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3. I acknowledge that:
(a) I have been informed that I am free to withdraw from the project at 
any time and to withdraw any unprocessed data previously supplied;
(b) The project is for the purpose o f research and/or teaching and not for 
treatment.
(c) I have read and retained a copy o f the Plain Language Statement, and 
agree to the general purpose, methods and demands o f the study.
(d) The project may not be o f direct benefit to me.
(e) My involvement entails completing a questionnaire, which will take
approximately 15 minutes.
(f) My anonymity is assured.
(g) Confidentiality is assured. However, should information o f a 
confidential nature need to be disclosed for moral, clinical or legal 
reasons, I will be given an opportunity to negotiate the terms o f this 
disclosure.
(h) The security o f the data obtained is assured following completion of 
the study.
(i) The research data collected during the study may be published, and a
report o f  the project outcomes will be provided to the RMIT Higher 
Degree Coursework Committee and to the Birralee Maternity Service. 
Any data which may identify me will not be used.
Signature:,
(Participant)
Date:
Signature:,
(Witness to signature)
Date:
Where participant is under 18 years o f age:
I consent to the participation o f _ 
the above project.
in
Signature:____________________________________________Date:
(Signature o f parent or guardian)
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Signature Date:
(Witness to signature)
Participants should be given a photocopy o f  this consent form  after it has been 
signed.
Any queries or complaints about your participation in this project may be 
directed to the Secretary, RMIT Human Research Ethics Committee, RM1T, 
GPO Box 2476 V, Melbourne, 3001. The telephone number is (03) 9925 1745.
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Consent: sub-unit two
APP 
ENDI 
X 4.
(Attac
hment
IB)
RMIT RESEA RCH  PROJECT INVOL VING H U M A N
SU BJEC TS
DEPARTMENT OF Nursing and Public Health 
FACULTY OF Biomedical and Health Sciences and Nursing 
Prescribed Consent Form For Persons Participating In Research 
Projects Involving Interviews. Questionnaires or Disclosure of 
Personal Information
Name o f participant: ______________________________________________
Project Title: Caseload midwifery: a case study examining the effect o f
implementing this model o f care in a metropolitan maternity facility
Name o f investigator(s): Della Forster Tel: (BH) 9895 4652
Tel: (Hme) 9480 3797 
Diane Cutts Tel: (BH) 9925 7448
1. I consent to participate in the above project, the particulars o f  which - 
including details o f  interview and background questionnaire- have been 
explained to me and are appended hereto.
2. I authorise the investigator or his or her assistant to interview me and 
administer a questionnaire.
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3. I acknowledge that:
(a) I have been informed that I am free to withdraw from the project at 
any time and to withdraw any unprocessed data previously supplied;
(b) The project is for the purpose o f research and/or teaching and not for 
treatment.
(c) I have read and retained a copy of the Plain Language Statement, and 
agree to the general purpose, methods and demands of the study.
(d) The project may not be o f direct benefit to me.
(e) My involvement entails completing an interview, which will take
approximately one hour and filling in a questionnaire which will take
approximately five minutes.
(f) My anonymity is assured.
(g) Confidentiality is assured. However, should information o f a 
confidential nature need to be disclosed for moral, clinical or legal 
reasons, I will be given an opportunity to negotiate the terms o f this 
disclosure.
(h) The security o f the data obtained is assured following completion o f 
the study.
(i) The research data collected during the study may be published, and a 
report o f the project outcomes will be provided to the RMIT Higher 
Degree Coursework Committee and to the Birralee Maternity Service. 
Any data which may identify me will not be used.
Signature:, Date:
(Participant)
Signature:, Date:
(Witness to signature)
Where participant is under 18 years o f ase:
I consent to the participation o f _ 
the above project.
in
Signature:___________________________________________Date:
(Signature o f parent or guardian)
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Signature    D a t e : _____________
( Witness to signature)
Participants should be given a photocopy o f  this consent form  after it has been 
signed.
Any queries or complaints about your participation in this project may be 
directed to the Secretary, RMIT Human Research Ethics Committee, RMIT, 
GPO Box 2476 V, Melbourne, 3001. The telephone number is (03) 9925 1745.
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Appendix VI
Plain language statements for 
each sub-unit
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Plain language statement for women in Sub-unit 1 (on RMIT letterhead)
Title of Project: Caseload midwifery: a case study examining the effect o f 
implementing this model o f care in a metropolitan maternity facility
Investigator: Della Forster
Description of Project in Plain Language
Congratulations on the birth o f your baby. You are invited to participate in a research 
study entitled “Caseload midwifery: a case study examining the effect o f  
implementing this model o f  care in a metropolitan maternity facility
The Birralee Maternity Service wants to provide you with the best possible care. For 
this reason we are evaluating the type of care you chose for your pregnancy, caseload 
midwifery. Caseload midwifery has been researched extensively on a large scale, 
but very few studies have examined women’s experiences o f this type o f care in 
more depth. You are therefore invited to be involved in helping us gain a better 
understanding o f what it is women want from their maternity care in general, and 
their experiences o f  caseload more specifically.
If you choose to be part o f  this study, you will be involved in an interview o f about 
an hour, in approximately four to six weeks from now. This interview will take place 
in your home if this is convenient to you, but it could also be undertaken here at the 
hospital if  you would prefer. The interview will be taped recorded and relevant 
information about your pregnancy and birth obtained from your medical record, with 
your permission. You will also be asked to fill in a short “background” information 
sheet and consent form today.
All the information which is discussed during the interview and which you give me 
will be treated as strictly confidential. Only my supervisor and myself will have 
access to it. The results o f  the study may appear in publications, however nothing 
written or published will identify anyone who takes part. You will be given a 
fictitious name to protect your identity, and referred to only by that. All information 
will be stored in a locked file, in a locked room. The computer files will be password 
protected.
This research is being undertaken as part o f a Master of Midwifery program, in 
which I am currently enrolled at RMIT, in the Department o f Nursing and Public 
Health. Associate Professor Diane Cutts is the supervisor o f the project. Your
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participation in this study is entirely voluntary, and you can withdraw from the study 
at any time if  you wish to do so. You could do that by contacting myself, my 
supervisor, or the hospital.
If you have any questions or concerns regarding the study, please feel free to contact 
myself or Diane Cutts at any time on the numbers below.
Thank you for considering to participate in this study.
Della Forster Assoc Professor Diane Cutts
Midwife Midwife
Ph 9480 3797 Ph 9925 7448
Any queries or complaints about your participation in this project may be 
directed to the Secretary, RMIT Human Research Ethics Committee, RMIT, 
GPO Box 2476V, Melbourne, 3001. The telephone number is (03) 9925 1745.
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Plain language statement for midwives in Sub-unit 2 (on RMIT letterhead)
Title of Project: Caseload midwifery: a case study examining the effect of 
implementing this model o f care in a metropolitan maternity facility
Investigator: Della Forster
Description of Project in Plain Language
You are invited to participate in a research study entitled “Caseload midwifery: a 
case study examining the effect o f  implementing this model o f  care in a metropolitan 
maternity fa c ility”.
The Birralee Maternity Service wants to provide pregnant women with the best 
possible care, and to provide midwives with an optimal working environment. For 
these reasons we are evaluating the caseload midwifery model which has been 
operating at Birralee since March 1998 in a number o f ways. Caseload midwifery has 
been researched extensively on a large scale, but very few studies have examined the 
midwives experiences o f this type o f model in more depth. As a midwife who has 
been providing caseload midwifery care you are invited to be involved in helping us 
gain a better understanding o f how this model o f care works for the midwives.
If you choose to be part o f this study, you will be involved in an interview o f about 
an hour, at a time and place that is mutually convenient. The interview will be taped 
recorded with your permission. You will be asked to fill in a consent form today, and 
complete a brief background questionnaire.
All the information which is discussed during the interview and which you give me 
will be treated as strictly confidential. Only my supervisor and myself will have 
access to it. The results o f the study may appear in publications, however nothing 
written or published will identify anyone who takes part. You will be given a 
fictitious name to protect your identity, and referred to only by that. All information 
will be stored in a locked file, in a locked room. The computer files will be password 
protected.
This research is being undertaken as part o f a Master o f Midwifery program, in 
which I am currently enrolled at RMIT, in the Department o f Nursing and Public 
Health. Associate Professor Diane Cutts is the supervisor o f the project. Your 
participation in this study is entirely voluntary, and you can withdraw from the study 
at any time if  you wish to do so. You could do that by contacting myself or my 
supervisor.
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If you have any questions or concerns regarding the study, please feel free to contact 
myself or Diane Cutts at any time on the numbers below.
Thank you for considering to participate in this study.
Della Forster Assoc Professor Diane Cutts
Midwife Midwife
Ph 9480 3797 Ph 9925 7448
Any queries or complaints about your participation in this project may be 
directed to the Secretary, RMIT Human Research Ethics Committee, RMIT, 
GPO Box 2476V, Melbourne, 3001. The telephone number is (03) 9925 1745.
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Plain language statement for midwives in Sub-unit 3 (on RMIT letterhead)
Title of Project: Caseload midwifery: a case study examining the effect o f 
implementing this model o f care in a metropolitan maternity facility
Investigator: Della Forster
Description of Project in Plain Language:
You are invited to participate in a research study entitled “Caseload midwifery: a 
case study examining the effect o f  implementing this model o f  care in a metropolitan 
maternity facility
The Birralee Maternity Service wants to provide pregnant women with the best 
possible care, and provide midwives with an optimal working environment. For 
these reasons we are evaluating the caseload midwifery model which has been 
operating at Birralee since March 1998 in a number o f ways. Caseload midwifery has 
been researched extensively on a large scale, but very few studies have examined the 
midwives experiences o f this type o f care in more depth. Midwives who are not 
directly involved in providing caseload care may still be affected by the caseload 
model in some way. You are therefore invited to participate in this study to help us 
gain a better understanding o f how this model of care works for the midwives.
If you choose to be part o f this study, you will be required to complete the attached 
questionnaire and mail it to me in the stamped, addressed envelope provided. You 
will also be required to fill in the enclosed consent form and include it with the 
questionnaire.
All the infonnation obtained will be treated as strictly confidential, and anonymity 
assured. Only my supervisor and myself will have access to the information. The 
results o f the study may appear in publications, however nothing written or published 
will identify anyone who takes part. The questionnaire you complete will be 
identified
by an alloctaed number; your name will not appear. All information will be stored in 
a locked file, in a locked room. The computer files will be password protected.
This research is being undertaken as part o f a Master o f Midwifery p ro g ra n - 
which I am currently enrolled at RMIT, in the Department o f N u r  
Health. Associate Professor Diane Cutts is the supervisor o f the pr, 
participation in this study is entirely voluntary, and you can withdra
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at any time i f  you wish to do so. You could do that by contacting m yself or my 
supervisor.
If you have any questions or concerns regarding the study, please feel free to contact 
m yself or Diane Cutts at any time on the numbers below.
Thank you for considering to participate in this study.
Della Forster Assoc Professor Diane Cutts
Midwife Midwife
Ph 9480 3797 Ph 9925 7448
Any queries or complaints about your participation in this project may be 
directed to the Secretary, RMIT Human Research Ethics Committee, RMIT, 
GPO Box 2476V, Melbourne, 3001. The telephone number is (03) 9925 1745.
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Appendix VII
Demographic questionnaire and interview schedule 
for the women in sub-unit one
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Research Number: □ □ □
Date: □ □ □ □ □ □
Background 
Questionnaire
Caseload Midwifery: 
a case study examining the effect of implementing 
this model of care in a metropolitan maternity
facility
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[Please answer the following questions by either placing a tick in the box next 
to the answer which best applies, or filling in the answer]
1 What is your date of birth?
day month year
2 Are you..
1 Married
I 2 Living with your partner
I 3 Not living with your partner
4 Divorced or separated
5 Widowed
I 6 Single
3 In which country were you born?
4.1 Is English your first language?
j ~T| Yes (go to question 5)
| 2] No
4.2 If NO, how well can you speak English?
i  ~T| Very well 
~~2] Fairly well 
~~3| Not very well 
~4| Do not speak English
156
5. When did you leave school?
| 1| Completed secondary school to Year 12 
12?] Attended secondary school but did not complete final year 
I 3] Attended primary school only 
4| Did not attend school
6. Have you completed further study since leaving school?
I l l  Finished a degree
I 2 I  Currently completing a degree
I 3l Completed a diploma
I 4l Currently completing a diploma
I 5l Completed an apprenticeship or traineeship
I 6l Currently completing an apprenticeship or traineeship
i 7] None of these
7. Are you covered by private health insurance?
I 1| No, public patient covered by Medicare only 
I 2l Yes, covered by private health insurance
8. Before becoming pregnant, approximately how many cigarettes did
you ismoke a day?
□ Nonea 1 - 9a 10-19a 2 0 -2 9a 30 - 39a More than 40
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9.1. Is this your first baby?
(Please do not include previous terminations or miscarriages before 20 weeks 
of pregnancy)
I l l  Yes, first baby (go to question 10)
m  no
9.2 If NO, how many babies have you had before?
..........................................baby/babies
9.3 For your previous baby (babies), what type of care did you have?
(You may tick more than one)
i l  Caseload midwifery care 
I 2l Midwife clinic at a public hospital
I 3l Doctors clinic at a public hospital
I 4l GP shared care
I sl Private obstetric care
I 6l Other (please specify)......................................................................
10 Do you plan to breast feed or bottle feed this baby?
i]  Breast feed for less than three months 
I 2l Breast feed for 3-5 months
I 3l Breast feed for 6 months or longer
I 4l Plan to breast feed, but no plans as to how long 
I sl Bottle feed
I s| Not sure
Thank you for completing this background questionnaire.
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Research Number: □ □
Date: □ □ □ □ □ □
Location of interview............................................................
Interview Length (mins): □ □ □
Explanation
Thank you again for consenting to take part in this study. With your 
permission I will tape the interview. I’ll be asking you to tell me about your 
experiences, thoughts and feelings leading up to and during the birth of your 
baby, and how you have been and felt since then.
There are no right or wrong answers to the questions I’ll be asking. It is your 
views I am interested in. You can certainly choose not to answer any 
questions, just tell me. Also, tell me anytime you would like to stop during the 
interview, or if you would like to ask any questions.
Interview Schedule
Caseload midwifery
Why did you choose caseload midwifery for your care this pregnancy?
The pregnancy
What would you describe as the most important aspects of your care during 
your pregnancy? For example, what was most important to you?
What (if any) were the positive aspects of caseload midwifery care during 
pregnancy?
What (if any) were the negative aspects of caseload midwifery care during 
pregnancy?
Generally, how would you describe your care during pregnancy?
Did this differ from what you expected?
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Do you feel that caseload midwifery care met your needs during the 
pregnancy?
If so, in what ways?
If not, why was this so?
How would you describe the information you received during the pregnancy? 
Was there areas in which you felt either well informed or inadequately 
informed?
Do you feel that there were any aspects of care missing during your 
pregnancy, and if so, what were they?
Do you have any other comments on either your care during pregnancy or 
your personal experience of being pregnant?
Labour and birth
What would you describe as the most important aspects of your care during 
the labour and birth? What was most important to you?
What (if any) were the positive aspects of caseload midwifery care during 
labour and birth?
What (if any) were the negative aspects of caseload midwifery care during 
labour and birth?
Generally, how would you describe your care during labour and birth?
Did this differ from your expectations?
Do you feel that caseload midwifery care met your needs during this period? 
Do you have any other comments about your care, or your experiences of 
the labour and birth?
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The postnatal period
What would you describe as the most important aspects of your care while 
you were in hospital after the baby was born? What was most important to 
you?
What (if any) were the positive aspects of being part of caseload care during 
the postnatal period in hospital?
What (if any) were the negative aspects of caseload care during the postnatal 
period in hospital?
Do you feel that caseload midwifery care met your needs during your 
postnatal stay?
How long did you stay in hospital after the baby was born?
Would you say this was the right amount of time for you?
Do you have any other comments about your care, or your experience during 
the first few days after the baby was born?
Since you’ve been home
How many visits and or phone calls have you had from the midwives since 
you have been home?
How would you describe the care you received from the midwives while at 
home?
Did you know the midwives who visited you?
What (if any) were the positive aspects of being part of caseload care since 
you have been home?
What (if any) were the negative aspects of being part of caseload care since 
you have been home?
How did you feel about the number of home visits you received?
Do you have any other comments on your care since being home?
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Breastfeeding
Do you feel that being part of caseload care had any effect on how you fed 
your baby?
(If breastfeeding) What aspects of your care would you describe as helpful in 
regard to breastfeeding?
What aspects of your care would you describe as unhelpful in regard to 
breastfeeding?
Do you think caseload care had any effects on breastfeeding?
Baby care/ confidence with mothering
Did you feel adequately prepared for caring for your baby?
Where did you receive information/ education on baby car el parenting?
What (if any) were the positive aspects of being part of caseload care in 
regard to preparation for being a mother?
What (if any) were the negative aspects of being part of caseload care in 
regard to preparation for being a mother?
Do you have any other comments on the care you received regard to looking 
after your baby.
Other comments
Do you have any other comments on any aspect of your pregnancy, birth or 
the postnatal period?
Thank you for being part of this study.
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Appendix VIII
Demographic questionnaire and interview schedule 
for the midwives in sub-unit two
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Research Number: □ □
Date: □ □ □ □ □ □
Background 
Questionnaire
Caseload Midwifery: 
a case study examining the effect of implementing 
this model of care in a metropolitan maternity
facility
164
[Please answer the following questions by either placing a tick in the box next 
to the answer which best applies, or filling in the answer]
1. What is your date of birth?
day month year
2. How long have you been a midwife?
I l |  Less than one year 
I 2| One to five years 
| 3| Six to ten years 
Over ten years
3. Where did you undertake midwifery education?
| 1| Hospital
I 2] College/ university
13 D  Other (please comment)...............................................................
□
4. What tertiary qualifications do you hold? (you may tick more than□1Diplomaa Degreea Graduate Diplomaa Masters Degreea PhDa Other (please comment)
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Interview Schedule: Caseload Midwives
“You as a caseload midwife”
Why did you become involved in caseload midwifery?
Are you taking a ‘full’ caseload, or are you rostered to the department and take on 
occasional cases?
How long have you been involved in caseload midwifery?
Did you have any concerns/ worries/ fears in the beginning? If so, what?
What would you say were the positive aspects o f your role as a caseload midwife? 
What would you say were the negative aspects o f your role as a caseload midwife? 
How are you feeling currently about being a caseload midwife?
What has been the effect on your job satisfaction?
What do you feel you have gained personally from the position?
What do you feel you gained professionally from the position?
Professional Issues
How do you view the contemporary role o f the midwife?
Prior to taking on caseload midwifery, to what level did you feel your midwifery 
skills were being utilised?
Comment on your midwifery skills as a result o f your work as a caseload midwife?
Comment on the support received from your interdisciplinary colleagues around you. 
Has this changed since the caseload model commenced?
How do you feel about the functioning o f the caseload model, including rostering, on 
call work and so on?
How do you think the position you have had will impact on your practice as a 
midwife in the future?
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Outcomes
How do you think caseload care affects women’s outcomes and feelings?
Comment on the effect o f the caseload midwifery model o f care on the 
client/midwife relationship?
How do you feel about the inclusion o f women who are ‘high risk’ during their 
pregnancy?
Overall, describe your opinion o f this model o f care?
Do you wish to continue to work in this model o f care? Why?
Do you have any other comments?
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Appendix IX
Questionnaire for the midwives in 
sub-unit three
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RESEARCH NUMBER □ □ □
Caseload midwifery: a case study examining the effect of 
implementing this model of care in a metropolitan maternity facility
Thank you for participating in this research. Below is a brief explanation o f how to 
fill out to following questionnaire.
HOW TO FILL IN THE QUESTIONNAIRE
Many o f the questions can be answered by putting a tick in the box next to the 
answer that best applies to you, as in the example below.
How long have you been a midwife?
< 1 year d i
1- 5 years Oz
6- 10 years Cb
> 10 years O 4
Other questions can be answered by circling ONE number between 1 and 5. In the 
following question 1 means you “disagree strongly”, 2 means you a “disagree 
slightly”, 3 means you “agree in some ways and disagree in others”, 4 means you 
“agree slightly” and 5 means you “agree strongly” .
The caseload midwifery model is a good option of care for women.
Disagree strongly 1 2  3 4 5 Agree strongly
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SECTION ONE: BACKGROUND INFORMATION
1. What is your age?
< 20 years □ l
20-30 years □ 2
31 -40 years □ 3
41-50 years □ 4
> 5 0  years □ 5
2. How long have you been a midwife?
< 1 year Di
1 -5 years O 2
6-10 years Os
> 10 years O 4
3. Do you work..
Full time □  1
Part time O 2
4. Where did you undertake midwifery education?
In a hospital program □  1
In a college/university O 2
5. What tertiary qualifications do you hold? (you may tick more than one)
Diploma □  1
Degree □ 2
Graduate Diploma □ 3
Masters Degree □ 4
PhD □ 5
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SECTION 2: PROFESSIONAL ISSUES
6. The initial midwifery qualification adequately prepares midwives to be the 
primary caregiver for women throughout an uncomplicated pregnancy and 
labour.
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
7. M idw ives are able to fu lly  u tilise  their sk ills .
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
8. I fee l con fid en t to recogn ise  d ev ia tion s from  norm al d uring  
p r e e n a n c y  and refer to the appropriate  p ro fession a l.
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
9. I fee l con fid en t to recogn ise d ev ia tion s from  norm al d uring  
la b o u r  a n d  b ir th  and refer ap p rop ria tely .
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
10. I fee l va lued  as a m idw ife.
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
11. I fee l that m idw ives and ob stetr ic ian s w ork e ffec tiv e ly  
togeth er.
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
12. W hat p ro fess io n a l develop m ent a ctiv ities  have you p a rtic ip a ted  
in over the last 12 m onths? (m ay tick  m ore than one)
In se rv ic e  e d u c a tio n  □  i
In te rn a l sem in a r Oz
E x te rn a l sem in a r 0 3
E x te rn a l sh o rt co u rse  O 4
U n iv e rs ity  p ro g ram  D s
O th e r (p le a se  sp e c ify )  De .......................................................................
171
SECTION 3: CASELOAD MIDWIFERY
13.1 have a good understanding of the concept of caseload midwifery.
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
14. The caseload midwifery model is a good option of care for women.
Disagree strongly 1 2 3 4 5 Agree strongly
15. Women choosing caseload midwifery want to have “natural” childbirth. 
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
16. Caseload midwifery care should be restricted to “low risk” women. 
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
17. All women should be offered the option of midwifery led care for their 
pregnancy and birth.
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
18. T he main idea behind caseload m idw ifery  is to get to know the 
m idw ife.
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
19. Caseload midwifery is the same as team midwifery.
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
20. S tud ies d em on strate that ch oice, con tin u ity  and contro l are 
im p ortan t aspects o f pregnancy care
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
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21. S tu d ies have show n that m id w ife ry  le d  m odels of care have  
w hich o f the fo llow in g  outcom es: (p le a se  tick  all th a t yo u  th in k  are 
tru e ) .
L ess p e r in e a l trau m a □  i
L o w er in te rv e n tio n  ra te s □  2
In c re a se d  m id w ife  b u rn o u t □  3
M ore m id w ife  s a tis fa c tio n □  4
In c re a se d  c lie n t s a tis fa c tio n □  5
L o w er PPH  ra te s □  6
S a fe r o u tco m es  fo r baby □  7
SECTION 4: CASELOAD MIDWIFERY AT BIRRALEE
22. Caseload midwifery is working well at Birralee.
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
23. C aseload  m idw ifery  should  continue as an option o f care for  
wom en a tten d in g  B irra lee for th eir  pregnancy.
Disagree strongly 1 2 3 4 5 A gree  s tro n g ly
24. C aseload  m idw ifery  is cost e ffective .
Disagree strongly 1 2 3 4 5 A gree  s tro n g ly
25. C aseload  m idw ifery im proves c lien t sa tisfaction .
Disagree strongly 1 2 3 4 5 A g ree  s tro n g ly
26. C aseload  m idw ifery is not n ecessary  at B irralee w ith  the new  
team  stru ctu re  in p lace.
Disagree strongly 1 2 3 4 5 A gree  s tro n g ly
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27. The positive things about caseload midwifery are:
28. The negative things about caseload midwifery are:
29 .11 would like to participate in providing caseload midwifery care.
Yes Di
No Ch
Not sure (please comment) Cb
29.2 Please explain your answer to the above question.
30. Do you have any other comments on caseload midwifery care at Birralee?
Thank you for the time you have taken to fill out this questionnaire.
174
Appendix X
Summary of data relating to metaphors:
sub-unit one
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Table of metaphors and details of data: sub-unit one (the women)
Topic area/ question
• Metaphor Themes from data relating to metaphor
Why did you choose caseload midwifery 
care?
•  Recommended Recommended by friend 
Recommended by staff
•  Convenient Less waiting times 
Appointment times more convenient
•  Unhappy with other care Didn’t like doctor
PREGNANCY
Important aspects of care during pregnancy
•  Continuity Continuity: having one person 
Going to same person all the time
•  Accessibility Always have access to caseload midwives 
Can get advice any time
•  Waiting times No waiting with caseload
Much shorter waits than with doctors visits
Was the care like you expected it to be?
•  No expectations Had no idea or expectations of care
• Better than expected Quite different/ better than expected: 
shorter waiting times 
known by the midwife
•  As expected It was how I thought it would be
Did caseload meet your needs during 
pregnancy?
•  Met needs Yes
Midwives always there for you and they were 
good
Comment on the information you received 
during pregnancy
•  Well informed Always well informed
•  Felt free to ask Always felt I could ask questions 
Midwife always answered any questions
LABOUR and BIRTH
Important aspects o f care during labour and 
birth
• Reassurance Reassurance that all going well 
Reassurance baby OK
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•  Having a known midwife Having my midwife there
Having a midwife I knew made me feel
comfortable
I f  your midwife was not there, or if  she had 
not been there, how would you feel?
•  May not/ did not matter Might not have mattered
Would be OK
Didn’t worry me at the time
Not there for the birth, but there soon after,
so as if she was there
•  More relaxed and comfortable with her 
there
More relaxed with her there
Trusted her, so more comfortable with her
there
Not as comfortable if none of my [known] 
midwives there
•  Midwives can't always be there Midwives can’t be there all the time 
Women knew their midwife may not be there
POSTNATAL
Important aspects o f care during postnatal 
stay
•  Help available if/ when needed Knowing people there if I needed them 
Midwives always around for you 
Help with problems
Views about caseload care during postnatal 
stay?
•  Good follow up seeing known midwife Good to see my midwife as she knew me 
Felt more free to ask caseload midwife any 
questions
Visits from caseload midwife were enough
•  Had no effect Caseload care had no effect on postnatal stay
DOMICILIARY CARE and BEYOND
Importance o f  known midwife fo r  home 
visit?
•  More comfortable Would not feel as comfortable with unknown 
midwife
More comfortable with midwife I knew 
Would rather midwives I knew
• More likely to pick up problems More likely to pick up problems 
Feel free to ask re problems
Effect of caseload care on preparedness for 
motherhood
•  Caseload care did not cover parenting 
issues
There was no discussion of this area 
Not the role of the caseload midwife- should 
be taught in antenatal classes 
Is part of their role, but did not do it- 
antenatal classes good
Did not cover this, but it was 2nd time for me 
so did not need
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Appendix XI
Summary of data relating to metaphors:
sub-unit two
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Table of metaphors and details of data: sub-unit two (caseload midwives)
Topic area/ question
• Metaphor Themes from data relating to metaphor
Contemporary role o f midwife
•  Care throughout pregnancy and birth Involved in all aspects of childbirth 
Provide care right through 
Caseload type role
•  There for the woman To support the woman and her family
Advocate for women
Listen to women
Tell women their rights
•  Professional communication and 
interaction
Communication with other professionals 
Work independently alongside doctors
•  Safe care Ensure safety of mother and baby
Overall opinion o f caseload model
• Good for women Suits any woman having a baby 
Women think it’s wonderful 
Women get a lot of benefit 
Fantastic for women 
Unfortunate more can’t do it
•  Good for midwives More fulfilling for midwives 
Glad to be working in caseload
•  Effective management necessary Needs to be well managed
Current feelings about being a caseload 
midwife?
•  Positive Really like it 
Very rewarding 
Positive
• Worried about sustainability Some worry about burnout
Some worry about where caseload is heading
Concerns, worries or fears when you started 
caseload?
•  Range o f skills required Skills in antenatal and domiciliary
•  On call On call aspects of position
Positive aspects of role as a caseload 
midwife
• Continuity o f care Continuity throughout pregnancy 
Ongoing feedback and contact 
Working in all areas 
See full spectrum of midwifery
• Knowing the woman Knowing the woman and her family 
Relationship with the women
• Woman-centred care Giving woman centred care 
Women feel good, have their needs met
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Negative aspects o f role as a caseload 
midwife
• Lack o f support Institution not supportive 
Lack of management support
• On call On call issues
Phone calls in the middle of the night 
Restricts leisure time 
Burnout sometimes
•  Attitudes o f  others Attitudes of other doctors and midwives 
Women talked out of caseload 
No understanding of the model 
Other peoples perceptions and expectations
Effect o f being a caseload midwife on job 
satisfaction?
• Increased job satisfaction Good, though not a big change 
Big impact-role a lot more rewarding 
More satisfied as have increased autonomy 
and independence 
Much more satisfying
Know what to expect at work, know women
Personal gains?
•  Increased skills Opportunity to work in all areas 
Domiciliary skills 
Antenatal skills 
Increased skills all areas
•  Increased job satisfaction Increased job satisfaction
•  Education opportunity Helps educate others 
Up to date knowledge
•  Understand power o f the women Increased understanding and knowledge of 
women’s power
Personal costs?
•  Feeling ‘labelled' You are ‘labelled’
Other peoples attitudes a problem
• Negative impact on social life Curtails social life 
An adjustment for partners/ family
• Affects health negatively Increased tiredness, decreased energy 
Health has suffered
•  Inadequate reimbursement Lack of remuneration
Level o f utilisation o f skills before caseload
•  All skills used but to different levels All skills being used, less so interpersonal 
ones
Used most skills, but no antenatal or 
domiciliary
Not to full extent- some areas more than 
others
Involved in all areas but on rotational basis 
More segmented, task orientated
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Level of utilisation of skills since caseload
•  Broader use o f skills Had to develop skills in all areas 
More continuity 
Skills have broadened 
Grown in confidence
Increased skills with special needs women
Support received from colleagues
•  Depends on individual Most midwives supportive 
Varies depending on the person 
Some very supportive
•  Not enough support Lots of midwives fairly supportive but quite a 
few are not
Lot of negativity from some doctors 
Some very closed minds 
Model not valued
Administration not supportive at all
• Increased recognition People know who I am
Increased recognition, especially from
doctors
•  Need a supportive home life Those at home need to understand and be 
supportive
Friends and family understanding and 
supportive
Perceived effects o f model for women
•  Supported Women feel supported 
Midwives are advocates
•  Happy Women feel special and happy with care
Satisfied with care
Happy with model
Women come back a second time
Positive outcomes and feelings
•  Empowered More informed choices
Increased responsibility for own health
Women more pro-active
Women more likely to look for help if they
need it
•  Unsure o f  effect on obstetric outcomes Don’t know outcomes 
Not sure
Should caseload include women at ‘high 
risk’ of complications?
•  More demanding for midwife Enormous goals to be achieved 
More taxing for midwife
•  Midwife care should be a choice Midwife care important: OK if obstetricians 
supportive
Women have a right to midwife care
•  May have more need for midwife care Often need it more than others 
Should not be excluded
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Current functioning of model
•  Works quite well Working pretty well 
On call OK to an extent 
No problem with roster 
Postering is least of problems
•  System evolving to suit midwives' needs New system of one month off call in four will 
help
New system will be wonderful 
New plan an improvement
• Teamwork important Good working as a team 
Depends on flexibility of team
Impact o f being a caseload midwife on 
future career
•  Hard to go back Hard to go back to normal roster 
Couldn’t go back
• Help future practice 
______________________________ _____________
In good stead
Very broad- could go in any direction 
Has set me up
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Appendix XII
Total responses to each point on 
Likert- type scale questions
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1 2 3 4 5
Question No.
(%)
No.
(%)
No.
(%)
No.
(%)
No.
(%)
Disagree
Strongly
Agree
Strongly
The initial midwifery qualification 
adequately prepares midwives to be the 
primary caregiver for women throughout 
an uncomplicated pregnancy and labour 
(n=37)
1
(2.7)
7
(18.9)
7
(18.9)
14
(37.8)
8
(21.6)
Mid wives are able to fully utilise their 
skills (n=37)
0 3
(8.1)
9
(24.3)
14
(37.8)
11
(29.7)
I feel confident to recognise deviations 
from normal during nreanancv and refer 
to the appropriate professional (n=37)
0 9
(24.3)
28
(75.7)
I feel confident to recognise deviations 
from normal during labour and birth and
0 1
(2.7)
0 3
(8.1)
33
(89.2)
refer appropriately. (n=37)
I feel valued as a midwife
(n=37)
0 1
(2.7)
7
(18.9)
20
(54.0)
9
(24.3)
I feel that midwives and obstetricians 
work effectively together
0 3
(8.3)
14
(38.9)
15
(41.7)
4
(11.1)
(n=36)
1 2 3 4 5
Question No.
(%)
No.
(%)
No.
(%)
No.
(%)
No.
(%)
Disagree
Strongly
Agree
Strongly
I have a good understanding o f  the 
concept o f  caseload midwifery
0 1
(2.7)
2
(5.4)
14
(37.8)
20
(54.1)
(n=37)
The caseload midwifery model is a good 
option o f  care for women (n=36)
0 1
(2.8)
6
(16.7)
10
(27.8)
19
(52.8)
Women choosing caseload midwifery 
want to have “natural ” childbirth
1
(2.7)
1
(2.7)
14
(37.8)
13
(35.1)
8
(21.6)
(n=37)
Caseload midwifery care should be 
restricted to “/ow risk” women (n=37)
1
(2.7)
9
(24,3)
10
(27.0)
10
(27.0)
7
(18.9)
All women should be offered the option 
o f  m idw ifery led  care for their pregnancy
1
(2.7)
1
(2.7)
4
(10.8)
11
(29.7)
20
(54.1)
and birth
(n=37)
The main idea behind caseload 
midwifery is to get to know the midwife 
(n=37)
1
(2.7)
5
(13.5)
9
(24.3)
11
(29.7)
11
(29.7)
Caseload midwifery is the same as team 
midwifery
(n=36)
14
(38.9)
14
(38.9)
4
(11.1)
2
(5.6)
2
(5.6)
Studies demonstrate that choice, 
continuity and control are important 
aspects o f  pregnancy care 
(n=36)
0 0 4
(11.1)
9
(25.0)
23
(63.9)
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Question
1
No.
(%)
2
No.
(%)
3
No.
(%)
4
No.
(%)
5
No.
(%)
Disagree
Strongly
Agree
Strongly
Caseload midwifery is working well at 1 2 15 17 2
Birralee (2.7) (5.4) (40.5) (45.9) (5.4)
(n=37)
Caseload midwifery should continue as 1 2 7 11 16
an option o f care for women attending (2.7) (5.4) (18.9) (29.7) (43.2)
Birralee for their pregnancy 
(n=37)
Caseload midwifery is cost effective 7 9 11 5 2
(n=34) (20.6) (26.5) (32.4) (14.7) (5.8)
Caseload midwifery improves client 
satisfaction (n=37)
0 2
(5.4)
4
(10.8)
15
(40.5)
16
(43.2)
Caseload midwifery is not necessary at 14 10 5 3 5
Birralee with the new team  structure in (37.8) (27.0) (13.5) (8.1) (13.5)
place (n=37)
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R M I T  L I B R A R I E S
3 1 2 5 9  0 0 6 0 2  4 7 0 2
